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lobar pneumonia with bacteremia 


“Afier initiation of Chloromycetin therapy the temperature returned 
} to normal within forty-eight hours, and prompt subsidence of the 


@ | cough and chest pain occurred.”' 


bronchopneumonia 


“Clinically, the child improved rapidly and was out of the oxygen 
tent in 24 hours and afebrile in 36 hours.”* 


primary atypical (virus) pneumonia 


1 “On the first evening of Chloromycetin treatment the subjective symptoms 
were less severe, and within 24 hours his fever began to settle.” 


Chloromycetin is effective against practically all pneumonia- 
causing organisms. Response is strikingly rapid, temperature drops, 
the lungs clear...and your patient is convalescent. 


Chloromycetin is unusually well tolerated. Side effects 
are rare, severe reactions almost unknown. 
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The Diagnosis of Spontaneous Internal Biliary Fistulas 
and The Complication, Gallstone Ileus 


Donap W. SmiTH, M.D. 
Maurice M. GREENFIELD, M.D. 


AND 


MartTIN G, Goutp, M.D. 
MIAMI 


Spontaneous internal biliary fistulas have long 
been recognized, but prior to 1915 when Hunt and 
Herbst' made the first roentgenologic diagnosis, 
they were recognized only at the time of operation 
or at postmortem examination. Even today the 
correct clinical diagnosis is frequently missed. 
This lack of recognition arises from insufficient 
attention to roentgenologic signs, which, when 
present, are almost pathognomonic. 

It is our purpose to stress the importance of 
recognizing these fistulas, when present, in cases 
of acute intestinal obstruction. For illustration 
we shall present 2 cases taken from our records at 
the Jackson Memorial Hospital. 

The incidence and relative frequency of these 
fistulas vary markedly in the series reported. In 
10,866 autopsies, Roth, Schroeder and Schloth* 
reported 43 internal biliary fistulas. At the Uni- 
versity of Minnesota Hospital,’ in 19,474 autop- 
sies, only 24 were noted. In the combined series 
the incidence is 0.22 per cent. 

The incidence of these fistulas encountered in 
operations on the biliary tree is higher than would 
be expected. Bernhard,’ in 6,263 operations on 
the biliary tract, found 109 fistulas, an incidence 
of 1.8 per cent. Puestow’ in 500 similar oper- 
ations reported 16,or an incidence of 3.2 per cent. 

The principal types of spontaneous internal 
biliary fistulas are those in which some portion of 
the biliary tree, usually the gallbladder or the 
common bile duct, forms a direct communication 
into the duodenum, colon or stomach. Table 1 
shows the four main types of fistulas with their 
relative frequency. 


Read before the Florida Medical Association, Seventy-Sixth 
Annual Meeting, Hollywood, April 24, 1950. 


Recorded in the literature are many rare types 
of internal biliary fistulas. In 1909, Robson" 
reported accumulated cases in which these fistulas 
involved the pregnant uterus, an ovarian cyst, the 
urinary bladder, the pelvis of the kidney, the 
pleura and the lungs. They, however, constituted 
less than 1 per cent of these fistulas. 


The etiology of spontaneous internal biliary 
fistulas is well established, and it is generally 
agreed that cholelithiasis is the main factor in 
their formation. Approximately 90 per cent of all 
cases are associated with gallstones. A gallstone 
impeded in its passage through the cystic or com- 
mon bile ducts or by pressure necrosis in an in- 
flamed gallbladder may ulcerate through the wall 
of the ducts of the gallbladder into an adherent 
viscus, and so form a fistula. Approximately 80 
per cent of these fistulas are cholecystoenteric in 
type. Choledochoenteric fistulas due to stones are 
rare. 

Penetrating duodenal ulcers account for some 6 
per cent of fistulas. In these cases, a choledocho- 
duodenal type of fistula is more likely to develop 
owing to the close anatomic relationship of the 
common bile duct to the posterior wall of the first 
part of the duodenum. Garland and Brown’ em- 
phasized that the penetrating duodenal ulcer is 
Table 1.—Incidence of Spontaneous Biliary Fis- 


tulas, as Compiled from 936 Reported 
Cases (Surgical, Radiologic or Autopsy 


Diagnosis) 

Type Per Cent 
Cholecystoduodenal 59 
Cholecystocolic 23 
Choledochoduodenal 10 
Cholecystogastric 8 
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the commonest cause of the choledochoduodenal 
type of fistula. A peptic ulcer on the superolateral 
or anterior wall of the duodenum, however, may in- 
volve the gallbladder in a rare type of cholecysto- 
duodenal fistula. 

The remaining 4 per cent of fistulas are due 
to carcinoma of the gallbladder, bile ducts, stomach 
and head of the pancreas. These fistulas are usu- 
ally complex and often multiple. 

There are no specific symptoms of a sponta- 
neous internal biliary fistula. The development of 
a fistula may be heralded by a sudden accentua- 
tion of the previous symptoms of the underlying 
pathologic condition, usually cholelithiasis with 
cholecystitis. This is due to a superimposed 
cholangitis. Occasionally, however, there may be 
no symptoms referable to the biliary tree. The 
patient may be admitted with a typical clinical 
picture of acute obstruction of the small bowel. 
A history of gallbladder disease in the past or of 
recent symptoms of this condition may be elicited. 
Spontaneous internal biliary fistula should be con- 
sidered in the differential diagnosis of intestinal 
obstruction as it may well lead to a preoperative 
diagnosis of gallstone ileus. 

The following report of 2 illustrative cases 
emphasizes the importance of the correct inter- 
pretation of scout films of the abdomen in cases 
of acute intestinal obstruction. 


Report of Cases 


Case 1.—G. R., a 73 year old white woman, was 
admitted to Jackson Memoria! Hospital at night on Dec. 
15, 1948 complaining of pain in the upper portion of the 
abdomen, nausea and vomiting of three days’ duration. 
There was a history of cholelithiasis, which was verified 
by roentgen examination three months previously (fig. 1). 
She had had two attacks of what appeared to be cholecys- 
titis within the last four months. These subsided spon- 
taneously. 

Upon admission, her temperature, pulse and respiration 
were normal. There was slight abdominal distention but 
no tenderness. The liver was not enlarged. Peristaltic 
rushes were audible. A roentgen examination of the ab- 
domen was made, and a dilated small bowel was noted. 
A diagnosis of obstruction of the small intestine was made. 
As there were no signs of strangulation, operation was 
deferred. A Harris tube was passed into the stomach, 
and parenteral fluids were administered. 

On the following morning, when the roentgenogram 
of the abdomen was reviewed by one of us (M.M.G.), it 
was noted that in addition to distention of the small bowel, 
a large gallstone was present at the lower end of the dis- 
tended loop of bowel. Gas was also visualized within the 
common bile duct, gallbladder and smaller hepatic ducts. 
A repeated roentgen examination of the abdomen, several 
hours later, revealed essentially the same findings, except 
that the gallstone had moved and could now be seen at 
the left side of the abdomen (fig. 2). A laparotomy was 
performed, and an obstructing gallstone was removed 
from. a proximal loop of ileum. The gallbladder was 
bound by a mass of adhesicns to the duodenum, which 
was thought to represent a cholecystoduodenal fistula. 
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This was not disturbed. Recovery was uneventful and 
without evidence of cholangitis. 

This case illustrates how a gallstone within the 
gallbladder can ulcerate through into the duo- 
denum and form a cholecystoduodenal fistula. It 
also emphasizes the importance of a careful study 
for air shadows in the region of the gallbladder and 
the recognition of migration of gallstones in ob- 
struction of the small bowel. No time should be 
lost in preparing these patients for surgery as the 
impacted stone may damage or even perforate the 
intestines. This complication is another reason 
for routine cholecystectomy in cholelithiasis. 

Case 2.—H. M., a 75 year old white woman, was 
admitted to the Jackson Memorial Hospital on March 14, 
1944 with abdominal pain and distention, tenderness and 
borborygmus. She had no chills, fever or other evidence 
of inflammatory reaction. There was a history of chronic 
disease of the gallbladder with periodic attacks of gall- 
stone colic. Roentgen examination revealed evidence of 
obstruction of the small bowel, and she was operated 
upon. A gallstone the size of a large walnut was removed 
from the ileum. The gallbladder was not explored. Re- 
covery was uneventful. 

The preoperative roentgen examination of the 
abdomen showed distention of the small intestine 
typical of obstruction (fig. 3). There was also 


the characteristic finger-like pattern of air within 
the common bile duct, indicating the presence of 
a spontaneous internal biliary fistula. In this case 
the correct diagnosis of gallstone ileus could have 
been made preoperatively after careful exami- 
nation of the roentgenograms. 





Fig. 1. Case 1. Large opaque gallstone demonstrated 
at time of cholecystogram prior to development of biliary 
fistula. 
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Fig. 2. Case 1. Roentgenogram of the abdomen 
twelve hours after admission. The obstructing gallstone 
is seen at the left side of the abdomen. Dilated small 
intestine is demonstrated proximal to the stone. The up- 
per arrow shows air outlining the gallbladder. 





Discussion 

The preoperative diagnosis of spontaneous 
internal biliary fistula can be established only by 
means of roentgenologic study. The role of scout 
films of the abdomen is well appreciated by sur- 
geons in the diagnosis of surgical diseases of the 
abdomen. It is still surprising, however, to find 
occasional cases in which, in the presence of ob- 
structive signs and symptoms, the patient is not 
‘eferred for roentgen examination. In many cases 
in which roentgen evidence of obstruction is pre- 
sent, the signs of a biliary fistula are also present 
hut not recognized by the one reviewing the roent- 
genogram. 

The roentgen diagnosis of spontaneous internal 
biliary fistulas is based upon: (1) the demonstra- 
tion of gas in the gallbladder, biliary tree or both; 
or (2) contrast barium in the gallbladder, biliary 
tree or both. 

Careful attention to technic is required in ob- 
taining diagnostic roentgenograms of the abdomen, 
and frequently smaller films over the gallbladder 


region are required. Borman and Rigler’ empha- 
sized this point in their excellent article on this 
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Fig. 3. Case 2. Roentgenogram of the abdomen show- 
ing dilated loops of small intestine. The characteristic 
finger-like pattern of air within the common bile duct 


can be clearly seen. 


subject. Meticulous examination of the roentgeno- 
gram will frequently show fine linear air shadows 
in the region of the liver, corresponding to the 
biliary system. An extracolonic small or large 
pocket of gas should be looked for within the gall- 
bladder region. Gas within the common bile duct 
is usually identified to the right of the lower dor- 
solumbar zone as a finger-like, longitudinal, radio- 
lucent shadow. 

If distention of the small bowel is present, then 
the upper and lower zones of the small bowel loop 
should be examined for a solitary gallstone. 
Often just the calcific periphery of a gallstone can 
be identified. When no clinical or roentgen signs 
of intestinal obstruction are present, and when gas 
is identified in the gallbladder or the biliary tree, 
a small amount of thin barium may be given orally 
under fluoroscopic control. The reflux of barium 
from the duodenum into either the gallbladder or 
common bile duct is then clearly demonstrated in 
the case of cholecystoduodenal or choledochoduo- 
denal fistulas. If the barium does not pass into 
the gas-outlined biliary tree, then it is likely that 
a barium enema study may show a cholecystocolic 
fistula. Barium studies are not academic in nature 
but of real value in establishing a complete diag- 


nosis. 
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It is not the purpose of this paper to discuss 
in detail the treatment of these fistulas. Those 
due to gallstones, duodenal ulcers and neoplasms 
require different management, as emphasized by 
Hicken and Coray.” While the gallstone ileus 
must be treated promptly, the associated fistula 
may be left undisturbed as spontaneous closure 
usually occurs. 


Summary 


Two cases of gallstone ileus with concomitant 
spontaneous internal biliary fistula are reported. 

The etiology, incidence and types of spontane- 
ous internal biliary fistulas are discussed. 

The importance of recognizing air within the 
gallbladder or biliary system is stressed, as this 
finding in conjunction with obstruction of the 


Medical Aspects of 
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small bowel is pathognomonic of gallstone ileus. 
A radiopaque obstructing gallstone may or may 
not be visualized. 

Barium studies in cases of spontaneous internal 
biliary fistula are also mentioned. 
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Blindness in Children 


NATHAN S. RusBin, M.D. 
PENSACOLA 


Medical Aspects of Blindness in Children is a 
subject hardly to be encompassed within the brief 
time permitted to me. It is my intention, therefore, 
to engage your consideration of particular causes of 
blindness that are prenatal in origin, with empha- 
sis, where possible, on means of prevention. This 
last may seem surprising, but I believe you will be 
gratified to discover that you physicians in general 
practice, in obstetrics, and in pediatrics, can per- 
form a vital role in the conservation of the vision of 
children. 


It may disturb his ego’ to remind that, as re- 
gards the eyes, man is but a modified fish. In the 
development of vision, he has compressed into a 
short period countless stages of evolution which 
have brought vision to its present advanced state 
in the human species, and also made the eye so 
vulnerable to developmental defects. Six months 
hefore birth, the eyes of the fetus move haphaz- 
ardly and independently beneath their sealed lids, 
and development continues even into the adolescent 
years. During this period, the visual system is 


Read before the Florida Medical Association, Seventy-Sixth 
Annual Meeting, Hollywood, April 25, 1950. 


subject to change and to damage, and blindness 
may occur at any time from the prenatal period 
through the adolescent years. In the statistics to 
be presented, blindness occurred in over one half of 
the patients before birth, and 80 per cent were 
blind before 5 years of age, indicating a long life of 
blindness with many more problems for the indi- 
vidual and for society. 

Blindness is a relative term of several mean- 
ings. For this presentation, children are deter- 
mined as blind from the point of view of education, 
when they have unimprovable vision in the better 
eye of less than 20/200 (6/6). Limitation of the 
field of vision will also classify the child as blind 
when the degree of disability is severe. 

Estimates of the incidence of blindness in chil- 
dren may vary because of the understandable un- 
reliability of determining always accurately the 
extent of the visual handicap. At the end of the 
1947-1948. school year,’ 5,500 children were in 
schools and day classes for the blind in the United 
States, or approximately 1 in 5,000 of the entire 
school enrolment. At the present time, about 850 
new pupils are entering braille classes each year. 
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The principal causes of blindness in 3,905 of these 
are: 
Infectious diseases 16.8 per cent 
Injuries 7.6 per cent 
Prenatal origin 61.0 per cent 
Other causes 14.6 per cent 
These figures are from the 1947-1948 report 
of the Committee on Statistics of the Blind (table 
1) and do not include the infants and preschool 
age children not yet enrolled in these schools. 
These are tragic figures that should be a matter of 
grave concern to you. They justify presentation 
to a general meeting of what would appear to be a 
subject of interest mainly to ophthalmologists. Yet, 
as you will soon discover, a vital contribution to 
sight conservation can be made by you. 


Infectious Diseases 


Foremost in the prevention of blindness in 
children is the eradication of the infectious diseases 
which formerly have taken so large a toll of eyes. 
The incidence of ophthalmia neonatorum has been 
reduced to 7.5 per cent, compared to 28 per cent 
in 1906 when the campaign against this disease 
was inaugurated. This decrease is due to better 
prenatal care as well as to the obligatory use of 1 
per cent silver nitrate. Social hygiene legislation, 
which makes premarital (and in some states, ante- 
partum) blood tests mandatory has reduced blind- 
ness from syphilis to 3.2 per cent. Trachoma, once 
a serious cause of blindness, is practically nonexist- 
ent because of better hygiene and the introduction 
of chemotherapy, particularly the sulfonamide 
drugs. 

Injuries 

Prevention of the 7.6 per cent of blindness that 
is due to injuries means wider and more effective 
safety education of parents and children in regard 
to the hazards in play or sport, of sharp or pointed 
objects, of blows or falls, of explosives. It also 
means support and enforcement of legislation reg- 
ulating the use of fireworks and air rifles. In addi- 
tion, it means stressing the importance of prompt 
care in the event of penetrating injury to an eye, 
to avoid blindness in the uninjured eye from sym- 
pathetic ophthalmia. 


Congenital Defects 


The waning of these causes of blindness in 
children brings into greater prominence new prob- 
lems: the high incidence of cataracts and other 
congenital defects in the offspring, the increasing 
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Table 1.— Causes of Blindness Among Pupils in 


Schools and Day Classes For the Blind in the 
United States— School Year 1947-48* 








7 Per Cent of Total 





Etiology 
Pupils Enrolled 
Infectious diseases 16.8 
Ophthalmia neonatorum 7.5 
Syphilis 3.2 
Meningitis 1.3 
Measles 0.7 
Tuberculosis 0.5 
Septicemia 0.5 
Other and not specified 3.1 
Injuries 7.6 
Play or sport 4.8 
Birth injuries 1.1 
Traffic and transportation 0.5 
Other and not specfied 1.2 
Poisonings 0.2 
Tumors 3.8 
General diseases 1.2 
Prenatal origin 61.0 
Hereditary (established or presumed) .. 15.7 
Causes not specified 45.3 
Etiology undetermined or not specified 9.4 
Total—All Causes 100.0 





*Based on 3,905 eye examination records of pupils in 
39 residential schools and 12 city school systems in 35 
states and the District of Columbia. 


occurrence of retrolental fibroplasia, and the fre- 
quency of prenatal infection of the eyes of human 
infants by Toxoplasma. 

Blindness involving the crystalline lens ac- 
counts for 18 per cent of the total in this group, 
according to United States statistics. In neighbor- 
ing Alabama,* congenital cataracts account for 53 
of the 268 patients at the State Institute for the 
Blind, or 19.4 per cent. These are seen as con- 
genital or developmental cataracts which are pre- 
natal, sometimes hereditary, and sometimes caused 
by injury or disease in the fetus or in the mother.“ 
Only in exceptional cases are congenital cataracts 
discovered immediately after birth. Because the 
pupils of the newborn are small, and because he 
keeps his eyes closed so much, they are not noticed 
until the child is weeks or even months old. This 
delay in discovery can become tragic because delay 
in remedial treatment leaves an eye with the retina 
and macular area undeveloped physiologically. 
When lens opacities are large enough to obstruct 
the rays of light until after the fourth year of life, 
the best function obtainable after their removal 
will not be within the range of useful vision. The 
retina at this age cannot entirely overcome the 
neglected development that came from lack of use. 
In the Alabama series 34 had had inadequate 
surgery, and 13 had had no surgery. The op- 
eration of needling, with irrigation of the an- 
terior chamber, should be done in one eye after 
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the patient reaches the age of 6 months in order 
to prevent nystagmus. Surgery in the second eye 
may be postponed until the eye is larger, with 
a deeper anterior chamber, but not after the age 
of 3. When adequate surgery is done early enough 
in an eye which has no other abnormality, and 
which has been provided with a spectacle lens, the 
retina and macular function will develop so that 
good visual acuity can be obtained. In these cata- 
racts, early recognition and early attention are 
mandatory. Until, and if ever, man learns how 
to manipulate genes and chromosomes, there is 
nothing that can be done to prevent the cataract of 
hereditary origin. 

It is during the early months of intrauterine 
life that the eye is most liable to permanent dam- 
age through the influence of coincident infections 
in the mother.*” Such diseases, especially German 
measles or other virus infections, or metabolic dis- 
turbances, may be so mild that the mother suffers 
slight inconvenience and attaches no importance to 
their presence. The congenital defects in the lens 
due to metabolic disturbances, as from calcium de- 
ficiency or avitaminosis during pregnancy or early 
in the infant’s life, are readily within your province 
to prevent by adequate diet. So also can you pre- 
vent the congenital cataract so frequently associ- 
ated with rubella (German measles). 

Ever since Dr. N. McAlester Gregg’ of Aus- 
tralia noticed in 1942 the relationship between 
rubella in the mother and definite developmental! 
stigmas in the infant, including congenital cataract 
especially, more and more instances are being re- 
ported in the literature. In 1944 Swan’ stated that 
if a woman contracted rubella within two months 
of pregnancy the chances of her bearing a con- 
genitally defective infant appeared to be about 100 
per cent. Since then, the consensus regarding fre- 
quency of congenital defects during the first tri- 
mester of pregnancy has changed until in 1947, 
Wesselhoeft’ stated that a woman contracting ru- 
bella had about one chance in ten of being deliv- 
ered of a congenitally defective child. The recent 
preliminary report by Dr. Herbert C. Miller*” and 
his Committee shows that of 89 children whose 
mothers had rubella during the first three months 
of pregnancy, 51 showed cataract formation. The 
highest incidence occurred in those cases in which 
the disease was present between the fifth and 
eighth week, and no evidence of cataract formation 
was found when rubella occurred after the third 
month of pregnancy. With fetal morbidity appar- 
ently fairly high, it has been suggested that all 
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young girls be exposed to rubella as a prophylactic 
measure. Certainly, in the case of any woman who 
has an unquestionable diagnosis of rubella in the 
first three months of pregnancy, be on guard for 
a congenitally defective infant. 


Retrolental Fibroplasia 


Another condition involving the crystalline 
lens is retrolental fibroplasia, which is responsible 
for one third of all cases of blindness in preschool 
children. First named in 1942 by Terry,” it is a 
disease occurring only in premature infants. As 
described by Reese,’ an opaque fibrous tissue ex- 
tends over the posterior surface of the lens after 
birth and the globe is often smaller than normal. 
The anterior chamber is frequently shallow, and 
occasional posterior synechiae form. Elongated 
ciliary processes, appearing like coarse teeth of a 
comb, can be seen behind the iris, on the mem- 
brane in the extreme periphery of the dilated pupil. 
In premature infants both eyes are usually in- 
volved, but not always to the same extent. In some 
eyes the retrolental membrane may be incomplete 
and cover only a localized portion of the retrolental 
space. In others the membrane may be limited 
to the periphery of the anterior vitreous at the 
equator of the lens. The resultant contraction 
leads invariably to detachment of the retina, some- 
times complete, with old and recent hemorrhages 
in all stages of organization. 

There has been an apparent increase in the in- 
cidence of retrolental fibroplasia in the last few 
years, possibly due to increased survival of babies 
whose birth weights were 1,814 Gm. or less. Ter- 
ry,” in 1945, stated that Clifford had found in a 
series of less than 50 infants at the Boston Lying-In 
Hospital an incidence of retrolental fibroplasia of 
12 per cent in infants weighing 1,307 Gm. or less at 
birth. In 1948, Allers’’ is quoted as saying that in 
23 per cent of the infants weighing 2 to 3 pounds 
at birth at the same hospital retrolental fibroplasia 
developed. Owens and Owens’ found in prema- 
ture infants born between 1945 and 1947 at the 
Johns Hopkins Hospital 5 cases of retrolental 
fibroplasia in 61 observed cases with birth weights 
of 1,699 Gm. or less. Gilger’* surveyed 229 prema- 
turely born children weighing less than 2,268 Gm. 
at birth from January 1943 to January 1948 in 
Cincinnati. No cases of retrolental fibroplasia 
were found in the group weighing above 1,814 Gm. 
at birth, while in 96 with birth weights of 1,814 
Gm. or less, 7 or 7.3 per cent had retrolental 
fibroplasia. Krause’* reported an increasing fre- 
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quency in surviving premature infants with a birth 
weight below 1,500 Gm., showing 11 per cent in 
1945, 36 per cent in 1946, 45 per cent in 1947 and 
86 per cent in 1948. 


Retrolental fibroplasia is not present at birth. 
External appearances of the eyes, and the fundi 
are normal and without anything distinguishing. 
The earliest detectable abnormality occurring 
about three to five weeks after birth is a slight 
dilation of the retinal veins with an increased tor- 
tuosity of the retinal arterioles. This is soon fol- 
lowed by one or more grayish yellow elevations of 
the retina in the periphery. The vitreous becomes 
cloudy, and proliferating fibrous bands extend for- 
ward from the elevated retina into the vitreous. 
The retrolental membrane is formed by the fusion 
of the vitreous bands and the peripheral folds of 
swollen elevated retina. The active phase of the 
disease usually stops between the fourth and fifth 
month of the infant’s life, the changes that occur 
after this time being due to contracture of previ- 
ously formed fibrous tissue. If the membrane be- 
hind the lens is complete, all vision is lost. In no 
affected eye is vision normal or near normal. Often 
the eye is microphthalmic. Apparently the end re- 
sult depends on the time the etiologic agent af- 
fected the organic system. The eyes are often 
highly myopic with disseminated areas of irregular 
pigmentation, to allow of some vision, enough to 
walk alone or to play with toys. Both eyes are 
usually affected, but often to varying degrees, as 
the membrane may be complete in one eye and par- 
tial in the other. 


The main problem in retrolental fibroplasia is 
the prophylaxis of the disease rather than treat- 
ment in the late stages when irreversible damage 
has been done to the retina. Operations to remove 
the membrane have been unsuccessful. 


The disease develops only in the smaller pre- 
mature infants in early postnatal life, between the 
second and fifth months. At this time these in- 
fants are often given diets relatively high in pro- 
tein and low in fat, large amounts of vitamin, re- 
peated blood plasma transfusion, parenteral amino 
acids, and occasionally hormone therapy. The low 
fat diet** is given because of defective fat metabo- 
lism by the premature infant, while high proteins 
are utilized efficiently. In the low fat diet, there 
is little of the fat-soluble vitamins, A, D, K and E. 
Usually A and D have been provided routinely in 
large doses, while K is usually given shortly after 
birth. Vitamin E alone of the fat-soluble vitamins 
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has not routinely been included in the vitamin sup- 
plements of premature infants. In addition to the 
low amount of vitamin E available in the reduced 
fat diets and the poor absorption of fat-soluble 
substances by the premature infant, the amount 
of available vitamin E may be even further 
reduced by the vitamin A supplements usually 
given, and by the use of iron to overcome the 
anemia which develops in premature infants in 
postnatal life. All this suggested to Owens and 
Owens"” that supplements of vitamin E might 
prove to be a factor in the prevention of retrolental 
fibroplasia. In their study still in progress, the re- 
sults in the prophylaxis of retrolental fibroplasia in- 
dicate the high probability that the solution to the 
etiologic factor may be found in the role of vitamin 
E in human nutrition. Thus far in their study, re- 
trolental fibroplasia has developed in only 1 of 23 
infants who received a vitamin E supplement, an 
incidence of 4.4 per cent. This infant was apneic, 
cyanotic and not expected to survive; the vitamin 
E supplement could not be started until the 
eleventh day. Of the 78 infants who did not re- 
ceive vitamin E supplements, in 17 or 21.8 per 
cent, retrolental fibroplasia developed. This in- 
vestigation will bear watching by you who have the 
care of the premature infant. It may well be that 
you, and not the ophthalmologist, will soon have in 
your hands the means of preventing this increas- 
ingly prevalent cause of blindness in children. 


Toxoplasmosis 


Our final consideration is toxoplasmosis,’* an 
infection by a protozoan parasite which is widely 
distributed throughout many countries of the world 
including the United States. It occurs in mam- 
mals, birds, Amphibia, reptiles and fish. Spon- 
taneous cases have been reported in domestic ani- 
mals, including the dog and fowl, while mice and 
rats form an extensive reservoir of the parasite. 
How the infection is transmitted is not yet known. 
Possibly the mouse and rat are important carriers; 
ticks have been suggested as possible insect vectors 
between animals, and between animals and man. 
It is interesting that Janku,’” an ophthalmologist 
of Prague, described the first case of toxoplasmosis 
in a human being. Since then, human cases have 
been reported in increasing frequency in the past 
ten years. It is because of the predilection of this 
disease for the eye that it is being given an impor- 
tant place in this consideration of medical aspects 
of blindness in children. It is the likely cause of 
conditions frequently encountered in infants and 
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children, with healed areas of chorioretinitis, the 
cause of which was unknown, and which in the past 
were called fetal chorioretinal infection, or con- 
genital developmental anomaly of the retina and 
choroid, or birth injury with hemorrhage. 


Toxoplasmosis was not recognized as a possible 
cause until 1937 when Wolf and Cowen,” de- 
scribed a patient with congenital toxoplasmic 
encephalomyelitis in which antenatal inflammation 
was present in both eyes. The characteristic dis- 
turbances’” are found in the posterior segment of 
the eye and consist of a focal chorioretinitis usual- 
ly affecting both macular regions as well as areas 
elsewhere in the fundi, caused by direct trans- 
placental infection of the choroid and retina by 
toxoplasma. Searching nystagmus, deviation of 
the eyes and other effects of arrested or abnormal 
ocular development are also common. Gross per- 
sistence of pupillary membrane may be a feature as 
well as posterior cortical cataract, iridocyclitis, or 
some degree of optic atrophy secondary to the 
retinal damage or postneuritic from the internal 
hydrocephalus (usually present in 80 per cent of 
infantile cases). This specific involvement of the 
macular areas, and frequently of the optic nerve, 
all adds up to poor vision within our definition of 
blindness. The diagnosis must be suspected in the 
patient who has a history of convulsions, who 
shows on roentgen examination curvilinear or dust- 
like calcified areas scattered throughout the cere- 
bral cortex, as well as in the basal ganglia and 
thalami, and who also shows the typical, large. 
sharply demarcated punched out white areas of 
choroidoretinal atrophy, usually bilateral and in- 
volving the macular area. Not one, or two, but all 
three of these factors must be present. Serum 
reaction, complement fixation and antibody fixa- 
tion tests are also valuable aids to diagnosis. 


There is no prospect of improving the retina 
that may be already destroyed, but sulfonamides, 
combined with emetine are effective in the active 
stage of the disease. Children may be treated in 
the active stage of the disease, and the mother may 
be treated during or before other pregnancies to 
prevent extension of the disease to the offspring. 


Conclusion 


This concludes the presentation of a subject 
that should be of concern to all in medicine, and 
especially to you who see the patients with these 
diseases before the ophthalmologist does. There is 
no tragedy more poignant than blindness in chil- 
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dren, nor any aspect of preventive medicine more 
deserving of your attention. 

In the discussion of the medical aspects of 
blindness in children, particular reference is made 
to infectious diseases, injuries, congenital defects, 
especially congenital cataracts associated with 
rubella, retrolental fibroplasia and toxoplasmosis. 


Discussion 

Dr. SHERMAN B. Forses, Tampa: First, I congratulat« 
Dr. Rubin on the presentation of not only an interesting 
but also a timely paper. The subject is of tremendou 
scope. The text of the paper is, however, largely con 
fined to three ocular conditions of prenatal origin. 

The exact time most suitable for operating in cases o 
congenital cataract is a moot question. I would say, gen 
erally, the earlier the operation is performed, the mor 
chance there is for the prevention of amblyopia ex anopsia ; 
however, the time of the operation does not always de 
termine the final visual result as we do not entirely under 
stand the rationale and prevention of amblyopia ex anopsia 

There has arisen the question of aborting the pregnan! 
multipara who contracts rubella in order to prevent thx 
almost certain congenital cataract in the offspring and often 
other defects in the mechanism of sight reception. Congeni 
tal cataracts, particularly those associated with maierna! 
rubella, are frequently associated with other defects of the 
sight-receiving mechanism. The surgery of the congenital 
cataract associated with rubella in the mother is not always 
satisfactory as this cataract is especially doughy and hard 
to deliver. 

The diagnosis of toxoplasmosis has been particularly 
difficult in the past years as the older tests have not been 
too satisfactory; however, the Sabin dye test offers real 
possibilities in early diagnosis. If the diagnosis were made 
early on the pregnant woman and sulonamide therapy in- 
stituted early, it might be possible that the defects in the 
offspring could be prevented. In the diagnosis of the es- 
tablished cases, large areas of old chorioretinitis in the 
macula and other regions of the fundi are sufficient if the 
roentgenograms of the skull show intracranial calcifica- 
tions. These peripheral fundal lesions are usually sym- 
metric in the two eyes. 

ACTH (adrenocorticotropic hormone) offers great 
possibilities in the treatment of certain diseases heretofore 
frequently resulting in blindness, such as uveitis, even the 
uveitis of sympathetic ophthalmia. This drug seems to be 
especially effective in the treatment of inflammatory tissue 
of mesodermal origin. 

Retrolental fibroplasia, cases of which have been re- 
ported not only sporadically but lately in large numbers, 
usually develops in the infant of under 3 pounds in weight. 
The speculative question of causing the eyes to function too 
early arises. I have used vitamin E, or the mixed toco- 
pherol or dextrotocopherol in 2 cases of retrolental fibro- 
plasia with excellent general improvement in the infant 
but no alteration in the ocular condition. 

In these cases of retrolental fibroplasia glaucoma usually 
develops. In 1 case of this type, at operation I used an 
iris inclusion procedure. The tension was controlled, and 
the patient was referred to Dr. A. B. Reese in New York 
for consultation as to the advisability of surgical removal 
of the membrane. This was decided against there, and the 
patient returned to Tampa. I agree with Dr. Rubin that 
surgery so far has offered little in retrolental fibroplasia. 

After this brief discussion of the three conditions stressed 
by Dr. Rubin, it may be well to review ocular manifesta- 
tions arising in the prenatal period by groups. Of the in- 
fectious processes, five may be mentioned: (1) syphilis; 
(2) toxoplasmosis; (3) tuberculosis; (4) rubella, and (5) 
ophthalmia neonatorum, a questionable member of this 
group as it is probably of natal origin. 

In another group may be classed injuries to the brain or 
eye itself. Hemorrhage of the newborn would fall into 
this group, from whatever cause. Drugs may play a part 

(Continued on page 367) 
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Carcinoma of the Head and Neck 


J. Brown Farrior, M.D. 
AND 

RicHArp A. Bacsy, M.D. 
TAMPA 


The family physician has the greatest oppor- 
tunity to save the life of the patient with cancer, 
for it is the family physician who sees the patient 
when the first symptoms have developed. The 
family physician is always on the alert to detect 
the early signs of cancer. The family physician 
influences the patient to seek early treatment. As 
a guide for the family physician, I want to review 
the early symptoms of the most frequent types of 
carcinoma of the head and neck, and to present 
something of what can be done to save the patient. 

Carcinoma of the head and neck usually offers 
a better prognosis than does carcinoma elsewhere 
in the respiratory and gastrointestinal tract be- 
cause these visible lesions are frequently diagnosed 
early and because their position is accessible to 
surgery or irradiation. This fact is well illustrated 
by carcinoma of the larynx, in which hoarseness 
occurs as an early symptom. The surgical excision 
of such early carcinomas of the larynx will produce 
better than 90 per cent five year cures. A rela- 
tively favorable prognosis is also presented by 
early lesions of the mouth, lips and tongue. 

Even in the advanced carcinoma with cervical 
metastases, the carcinoma tends to remain local- 
ized within the head and neck. By combining 
local destruction of the lesion with block dissection 
of the cervical lymph nodes, we are able to salvage 
1 gratifying percentage of the patients. We, as 
physicians, are too often inclined to regard such 
carcinoma as incurable; the plea of this presenta- 
tion is to do everything possible to salvage the 
patient jn cases of carcinoma of this type. 

In practically all divisions of surgery, the pres- 
ent trend of treatment of cancer is toward radical 
excision. This trend has been influenced by dis- 
appointment in irradiation therapy and by the 
advent of sulfonamide therapy and antibiotics, the 
use of blood transfusions, and improved surgical 
and anesthetic technics. Although effective sur- 
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gery for cancer must, in some instances, be de- 
structive, it can never be as destructive as the 
ravages of the carcinoma itself. 


Carcinoma of the Larynx 

Hoarseness is the early sign of intrinsic carci- 
noma of the larynx. Any patient with hoarseness 
persisting for two weeks should have a laryngo- 
scopic examination. If this examination reveals 
any evidence of a suspicious lesion, biopsy should 
be performed. If an intrinsic carcinoma of the 
larynx is detected, the treatment of choice is sur- 
gical removal for, as previously discussed,’ surgical 
removal will effect cure in a higher percentage of 
cases than will irradiation therapy. Surgical re- 
moval may be accomplished by a laryngofissure or 
a laryngectomy. 

A laryngofissure is indicated when the lesion is 
limited to a single freely movable vocal cord. In a 
laryngofissure, the affected vocal cord is removed 
with a good surrounding margin of healthy tissue 
(fig. 1). The larynx is then closed, preserving the 
normal airway. In the first postoperative months, 
the patient talks with a forced whisper which is 
adequate for communication; later in the post- 
operative period, a cicatricial band develops which 
simulates the true vocal cord, and the patient even- 
tually has a hoarse but functionally adequate 
voice. Technically, I prefer the Kemler or window 
type of laryngofissure, with bilateral thyrotomy, 
as this type of laryngofissure offers an even more 
certain method of obtaining complete excision of 
the carcinoma (fig. 1). 

A total laryngectomy is indicated when both 
vocal cords are involved (fig. 2), or when there is 
fixation of a single vocal cord. The laryngectom- 
ized patient must breathe through a permanent 
tracheostomy and he must learn new types of 
speech and communication. The laryngectomized 
patients with a stable personality usually make a 
remarkably rapid adjustment to the inconveniences 
of this malady. Having been relieved of the anx- 
iety of an impending death from carcinoma, these 
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Fig. 1. 
laryngofissure will give better than 90 per cent five year 
cures. 


patients are always extremely happy for their ad- 
ditional years and will often take pride in showing 
their new methods of speech and communication, 
as the electrolarynx, the artificial larynx or esopha- 
geal speech. 

With early diagnosis, a laryngectomy should 
never be necessary. Through education of the 
public to the significance of hoarseness as an early 
sign of carcinoma of the larynx, and through the 
astute observation by the family physician, all 
carcinoma of the larynx should be detected at an 
early stage which can be cured by a laryngofissure; 
yet, a review of our recent cases of carcinoma of 
the larynx illustrates that the patients seek treat- 
ment too late, for in 8 out of 13 cases, a laryn- 
gectomy was necessary, and in only 5 could the 
lesion be removed with a laryngofissure. Brief re- 
ports of these cases will indicate the variable 
history of hoarseness. 


Report of Cases 


Case 1.—W. C., a man aged 73, presents a typical 
history of needless procrastination over a three year pe- 
riod. This patient received sundry treatments for hoarse- 
ness for eighteen months before cancer was suspected. A 
presumptive diagnosis of cancer was made, and the con- 
dition was regarded as hopeless. Three years after the 
onset, laryngeal obstruction developed, and the patient 
was referred for a tracheotomy. Examination revealed 
that the cancer was limited to the larynx and could, ap- 
parently, be removed by a laryngectomy. This was per- 
formed in August 1948. Using an electrolarynx, the 
patient has made a satisfactory adjustment and has en- 
joyed his additional years of life. 


Case 2.—G. W., a man aged 75, presents an ideal 
history. This patient suffered from hoarseness following 
a cold. His general physician treated him for two weeks. 
The hoarseness did not improve; so the patient was re- 
ferred to his laryngologist for examination. Mirror laryn- 
goscopy revealed a probable cancer on the middle of the 
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right vocal cord, as in figure 1. In September 1948, a 
laryngofissure was performed, with removal of a Grade II 
infiltrating squamous cell carcinoma and apparent cure at 
nineteen months. 


Case 3.—H. B., a man aged 83, thought that his 
hoarseness was due to a cold and did not consult a phy- 
sician for more than one year. Laryngeal examination by 
his laryngologist revealed a carcinoma, as in figure 2, with 
fixation of one vocal cord. With a laryngectomy in Sep- 
tember 1948, this patient has enjoyed an additional nine- 
teen months of life. Now nearly 86 years of age, he works 
daily as a cabinet maker. 


Case 4.—T. S. G., a man aged 78, complained of 
hoarseness for six months. His laryngologist found a car- 
cinoma involving the anterior commissure and referred the 
patient for surgery. Hoping that a laryngofissure would 
suffice, a thyrotomy was performed in January 1949. This 
revealed subglottic extension on both vocal cords neces- 
sitating a laryngectomy. Five weeks postoperatively, the 
patient drove his car to Michigan. His rehabilitation has 
been excellent; he uses an artificial larynx. 


Case 5.—S. W. C., a man aged 48, illustrates the dan- 
gerous type of history with “recurrent hoarseness.” This 
patient complained of hoarseness for three weeks. Further 
inquiry revealed that the hoarseness had been recurring 
for more than six months. There was fixation of one 
vocal cord necessitating a laryngectomy in April 1949. The 
patient has not adjusted to his inconveniences. The laryn- 
gectomy has aggravated his alcoholism and depression. 


Case 6.—B. L. S., a man aged 62, again illustrates 
the history of recurrent hoarseness. This patient had been 
hoarse off and on for four years. Reports of repeated 
laryngeal examinations were conflicting. Finally, his throat 
specialist referred the patient for laryngoscopy and biopsy. 
Examination revealed a Grade II squamous cell carcinoma 
involving all of the left vocal cord and the anterior half 
of the other. Again, a total laryngectomy was necessary 
to remove the carcinoma and was performed in July 1949. 
After a period of postoperative depression, this patient is 
making a fairly good adjustment. 


Epiglottis 
ie 





Fig. 2. 


Neglected hoarseness in cancer of the larynx 
means an extensive lesion necessitating a laryngectomy. 
There is still a 60 per cent possibility of obtaining a last- 
ing cure. 


Case 7.—V. B. B., a man aged 59, illustrates the 
tendency in adults for benign papillomas to become ma- 
lignant. This patient had complained of hoarseness for 
three years. A biopsy two years earlier revealed a papil- 
loma. Subsequently, the lesion continued to grow, pro- 
ducing fixation of one vocal cord and involvement of the 
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other. Biopsy and laryngectomy in July 1949 confirmed 
the diagnosis of an extensive infiltrating squamous cell 
carcinoma of Grade I malignancy. This patient has made 
1 complete and rapid adjustment using esophageal speech. 


Case 8.—O. V. C., a man aged 46, complained of 
hoarseness for two months. His history is the ideal. His 
general physician noted that his hoarseness did not respond 
to the usual treatment and had him consult a throat spe- 
cialist. A growth on the vocal cord was found. The 
throat specialist referred the patient for laryngoscopy and 
biopsy in August 1949. Examination revealed an infiltrat- 
ing squamous cell carcinoma of Grade III malignancy. 
This was removed with a Kemler type laryngofissure. The 
patient left the hospital on the fifth postoperative day and 
returned to work on the fourteenth postoperative day. 
Postoperative adjustment has been no problem. The pa- 
tient works as a foreman; his voice is husky, but func- 
tionally adequate. 


Case 9.—M. R. P., a man aged 49, complained of re- 
current hoarseness and gave the dangerous history of a 
-ecent negative biopsy. Mirror laryngoscopy revealed a 
suspicious thickening of the anterior end of the right vocal 
cord. A second biopsy revealed Grade II infiltrating 
squamous cell carcinoma. A window typ2 laryngofissure 
was performed in October 1949. The patient returned to 
work in three weeks. 


Case 10.— A. B., a man aged 60, complained of hoarse- 
ness for one year. Laryngoscopy revealed a lesion on the 
border of a freely movable vocal cord. A window type 
laryngofissure was performed. Because of postoperative 
edema, a tracheotomy tube was inserted; after its removal, 
the patient made a rapid adjustment. 


Case 11.—J. H. W., a man aged 65, complained of 
recurrent hoarseness for two and one-half years. A biopsy 
soon after the onset suggested suspicion of malignant dis- 
ease. In spite of recurrent hoarseness, two years passed 
before the patient consulted another laryngologist. This 
time, in February 1950, biopsy of both vocal cords re- 
sulted in a report of Grade III infiltrating squamous cell 
carcinoma, necessitating a laryngectomy. The patient has 
made a rapid recovery and adjustment. 


Case 12.—J. H. K., a man aged 77, complained of 
hoarseness for ten months. The hoarseness developed soon 
after a “stroke” and was attributed to a vocal cord paral- 
ysis. The hoarsness increased, and a laryngologist was 
onsulted. Mirror laryngoscopy revealed a carcinoma 
producing complete fixation of one vocal cord and in- 
volvement of the anterior commissure of the other. Biopsy 
ind subsequent laryngectomy in March 1950 revealed 
Grade II to III infiltrating squamous cell carcinoma. 


Case 13.—H. C. P., a man aged 63, presents the ideal 
history of hoarseness of six weeks duration. He consulted 
his general physician, who immediately referred the patient 
‘or laryngoscopy. Laryngoscopy and biopsy in March 
1950 revealed Grade II to III squamous cell carcinoma of 
the left vocal cord. The lesion was removed with a win- 
dow type of laryngofissure. A lasting cure is expected for 
it is in this type of case (fig. 1) that we can obtain better 
than 90 per cent five year cures. 

In this series, there have been no deaths. There 
has been no local recurrence of the carcinoma. The 
patient in case 1 presented carcinoma in the cer- 
vical lymph nodes after nineteen months. The 
cervical metastases were removed by block resec- 
tion. The patient in case 5 with a psychopathic 
personality and alcoholism has made a poor adjust- 
ment; the remainder of the laryngectomized pa- 
tients have adjusted well to their inconveniences. 
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Cancer of the Paranasal Sinuses 


Any unusual swelling about the sinuses should 
be regarded as carcinoma until proved otherwise. 
Bloody nasal discharge and vague facial pains may 
indicate a cancer within the sinuses, but usually 
these lesions remain silent until they appear as a 
swelling of the face. Roentgen examination will 
reveal an expanding lesion within the sinus. 


Because of their silent nature, diagnosis is late 
and the prognosis is grave. Irradiation alone has 
been disappointing. By combining complete ex- 
cision of all the contents of the involved area with 
irradiation therapy, a worthwhile percentage of 
the patients can be salvaged. 


Cancer of the Lip 

Early cancer of the lip will respond to adequate 
surgery or irradiation therapy; yet, frequently, we 
see the needless recurrences from inadequate pri- 
mary treatment. Almost every one here has re- 
moved early carcinoma of the lip with a V-shaped 
wedge of tissue. I want to make a plea for ob- 
taining a wide margin of healthy tissue for, only 
too often, a recurrence or death results from the 
needless preservation of a few millimeters of 
tissue. 


In surgery of the lip, there are many satisfac- 
tory plastic procedures for the removal of large 
lesions, angle lesions and recurring lesions. The 
following illustrative case demonstrates a recur- 
rence which necessitated the complete excision of 
the lower lip, the reconstruction of a lip from a 
cheek flap (fig. 3), and a surprahyoid neck 
dissection. 

Case 14.—R.-G. S., a man aged 68, presented a small 
squamous cell carcinoma of the lip which was excised 
superficially in April 1949. On re-examination in Sep- 
tember 1949, there was deep infiltration of the central 
two thirds of the lower lip. The entire lower lip was 
excised to the chin. A lip was reconstructed from a left 


cheek flap (fig. 3). Subsequent suprahyoid dissection 
removed metastases from the cervical lymph nodes. 
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Fig. 3. Inadequate primary treatment of cancer of the 
lip necessitates radical excision and plastic reconstruction. 
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Cancer of the Mouth 
Ulceration or Induration 

Any suspicious ulcerated or indurated growth 
within the mouth should be subjected to biopsy. 
Cancer is, by far, the most frequent cause for such 
an ulcerated indurated area. Cancer can be def- 
initely excluded only by biopsy. There is no 
time for procrastination. With biopsy and early 
diagnosis, we can obtain a high percentage of cures 
of carcinoma of the mouth. Early lesions in the 
soft parts, as the cheeks or anterior portion of the 
tongue, may be treated by irradiation or excision. 
When the bony structures are involved, irradiation 
is not as satisfactory as destruction of the lesion 
with electroccagulation. I prefer the use of elec- 
trocoagulation, dessicating the entire lesion and 
underlying bony structure. The sequestrum may 
be subsequently removed. 

In cancer of the mouth, cervical metastases 
may occur early or late. For this reason, I be- 
lieve that block resections of the lymph-bearing 
structures of the neck should be carried out in all 
except the most simple lesions of the mouth. Only 
too frequently do we see cases in which the pri- 
mary lesion has been beautifully removed; yet the 
patient returns at a later date with inoperable 
cervical metastases. It is for this reason that I 
recommend what may be called prophylactic neck 
dissections. 

Cancer of the Pharynx 
Silent Metastases 

Cancer of the pharynx, nasopharynx and base 
of the tongue is usually a silent, highly malignant 
neoplasm in which cervical metastases are fre- 
quently the first evidence of the carcinoma. This 
lesion can be treated only by irradiation. The 
prognosis is poor. 

Cancer of the nasopharynx is a silent lesion. It 
may produce unilateral aural symptoms through 
obstruction of the eustachian tube, unilateral nasal 
obstruction or bloody nasal discharge. Late in the 
course of the disease, there is invasion of the base 
of the skull. When there is unilateral enlargement 
of the cervical lymph nodes, a lesion in the naso- 
pharynx should be suspected. 

Cancer of the oropharynx and base of the 
tongue is an insidious lesion which does not pro- 
duce symptoms until there is secondary infection. 
There is then a low grade sore throat, usually 
unilateral. The indurated ulcerated area may be 
detected by direct inspection, palpation or exami- 
nation with a laryngeal mirror. 

The treatment of choice of the lesions of the 
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pharynx is irradiation therapy, usually in the form 
of roentgen therapy, supplemented by interstitial 
radium therapy. 


Cervical Metastases 
Block dissection of all involved lymph-bearing 
structures in the neck is the treatment of choice 
of cervical metastases from cancer of the head and 
neck. When the primary lesion is situated on the 
lip or in the anterior part of the floor of the mouth, 
a bilateral suprahyoid neck dissection is indicated. 
When the lesion is unilateral, a unilateral block 

dissection of the neck is indicated. 


In the suprahyoid neck dissection (fig. 4), the 
incision extends from one mastoid process to the 
other. The skin of the suprahyoid region is re- 
flected up to the margin of the mandible. All 
lymph-bearing structures from one carotid sheath 
to the other are removed, including the submaxil- 
lary salivary glands. 


In the unilateral block dissection of the neck 
(fig. 5), all lymph-bearing structures from the 
clavicle to the mandible are removed. The in- 
cisions extend from the mastoid tip to the sternum 
and from the chin to the shoulder. After elevation 
of the skin flaps, the internal jugular vein is 
ligated and the sternomastoid muscle is severed 
from its lower attachments. The sternomastoid 
muscle, the internal jugular and all lymph-bearing 
structures are then dissected away from the carotid 
sheath, the brachial plexus and the scalenus mus- 
cles. As the dissection is carried upward, a supra- 
hyoid dissection is completed to the anterior belly 
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Fig. 4. Bilateral suprahyoid neck resection is the treat- 
ment of choice for upper cervical metastases from central 
lesions of the mouth and lip. 
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Fig. 5. Complete unilateral neck resection is the treat- 
ment of choice for cervical metastases along the carotid 
sheath, 


of the digastric muscle of the opposite side. The 
attachment of the sternomastoid muscle is elevated 
from the tip of the mastoid, the lower part of the 
parotid gland is removed, and the fascia is severed 
along the lower border of the mandible. The jugu- 
lar vein is ligated at the jugular foramen. The end 
result is an L-shaped specimen containing all the 
lymph-bearing structures on one side of the neck. 
Absolute hemostasis is necessary before closure, 
and a pressure dressing is utilized to maintain 
approximation of the skin flaps for the first post- 
operative days. 
Summary 

Through early detection of the lesion, the fam- 
ily physician has the greatest opportunity to save 
the life of the patient with cancer. 

Hoarseness is an early symptom of cancer of 
the larynx. This disease is best treated by laryn- 
gofissure or laryngectomy. Thirteen cases are pre- 
sented. 
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Swelling of the cheek, loose teeth or bloody 
nasal discharge may indicate cancer of the sinuses. 

Any suspicious ulcerated or indurated area in 
the mouth, lip or tongue should be subjected to 
biopsy without procrastination. 

Cancer of the pharynx is insidious in onset and 
may not be diagnosed until cervical metastases 
have occurred. The prognosis is poor. 

When the primary lesion can be controlled, 
cervical metastases are best treated by block dis- 
section of the lymph-bearing structures of the 
neck. 

With present day anesthetic technic and im- 
provements in preoperative and postoperative care, 
old age should not be considered as a contraindica- 
tion to cancer surgery. 
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Discussion 


Dr. C. FRANK CuuNN, Tampa: Dr. Farrior has asked 
me to carry this discussion one step further and briefly 
mention to you the lesions of carcinoma of the esophagus. 

Carcinoma of the esophagus is probably of as frequent 
occurrence as all cancers of the lip, tongue, larynx or kid- 
ney. Cancer of the esophagus resembles the intraoral 
group of cancers more than it does the gastrointestinal 
cancers of glandular origin. This resemblance is evident 
in three ways: (1) the epidermoid carcinoma is the com- 
mon histologic type, (2) the age and sex are strikingly 
similar, and (3) there seems to be a common etiologic 
relationship to chronic irritants. Because of the increasing 
knowledge of these factors, carcinoma of the esophagus 
may become one of the preventable cancers. 

Heretofore, carcinoma of the esophagus has been diag- 
nosed extremely late, the average delay being from nine 
to twelve months after symptoms appear. If, however, 
we as physicians will be cognizant of the fact that these 
lesions may be present with certain systemic changes and 
symptoms, then diagnosis of cancer of the esophagus is 
relatively easy. Every physician who suspects possible 
carcinoma of the esophagus should have a barium swal- 
low roentgen examination of the esophagus in question. 
This examination combined with esophagoscopic examina- 
tion is accurate in 95 per cent of cases. 





Members of the Association who desire space for Scientific Exhibits at the Seventy- 
Seventh annual meeting in Hollywood, April 22-25, are requested to write Box 1018, 


Jacksonville, without delay. 
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Section And Suture In 


Cataract Operation 


CHARLES W. Boyp, M.D. 
JACKSONVILLE 


Corneal section, figuratively speaking, might 
be said to have been performed by the early 
Chinese in 2737 B.C. It was then known as the 
needling operation, first mentioned in the writings 
of the Han Dynasty. Again, one finds it recorded 
under the same headings in the writings of the 
Babylonians, 668 B.C., but no records were made 
of the procedure, although couching probably was 
done. The first detailed description was given 
during the Roman period by Celsus, who recounted 
the couching operation step by step.’ 


Through the centuries that followed there was 
no progress in ophthalmology until the eighteenth 
century. In 1705 Michael Brisseau and in 1707 
Antoine Maitre-Jan, working separately, brought 
out the fact that true cataract is a clouding and 
a hardening of the lens. This was the first great 
discovery in ophthalmology. In spite of this for- 
ward step no further progress was made until 1722 
when Charles St. Yves, while performing a couch- 
ing operation, dislocated the lens into the anterior 
chamber. He opened the cornea and delivered the 
lens in capsule, the first intracapsular operation. 
The credit for the first planned cataract operation, 
however, goes to Daviel. In 1722 he sectioned the 
cornea below with forceps, dislocated the lens into 
the anterior chamber and expressed it from the 
eye; he therefore gets credit for inventing the 
modern cataract operation.’ 


During the same year De la Faye suggested that 
section be made with a knife and also that the lens 
be removed in capsule. It remained, however, for 
Sharp of Guy’s Hospital in London, also in 1722, 
to act upon the suggestion and to perform the 
first cataract section with a knife, at the same 
time suggesting that a special knife for this pur- 
pose be devised; hence, the forerunner of the mod- 
ern cataract knife. Probably acting upon this 
suggestion, Joseph Beer of Vienna that same year 
brought out his triangular-shaped knife. Santorelli 


Read before the Florida Society of Ophthalmology and Oto- 
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in 1795 began to make the section in the upper 
cord of the cornea.’ 

During the nineteenth century there was a 
great surge in the advancement of ophthalmology. 
About 1865 Von Graefe* produced the cataract 
knife which bears his name today. Von Graefe,” 
Critchett* and Panas* each described different 
corneal sections, along with Williams’ of Harvard 
in 1867, Mendoza’ in 1892 and Kalt* in 1894. 

During the first two decades of the twentieth 
century there was little change. Cataract section 
at first consisted of section at the limbus with the 
cataract knife, later included the conjunctival flap, 
and finally the conjunctival flap and sutures. 


Classification 
For the sake of a better grasp of the many 
changes that are taking place in the present cen- 
tury, it is well to consider corneal section and 
suture under the following classification: 


I. Section with or without conjunctival 
flap, no suture. 


II. Section with superficially placed su- 
ture. 


III. Section with deeply placed suture. 
A. Before section 
1. Extrasectional 
2. Intrasectional 
B. After section 
Section without suture will not be discussed. 


Section With Superficially Placed Suture 

CONJUNCTIVAL. — As near as can be deter- 
mined, Williams” in 1867 was the first to suggest 
and use sutures. His suggestion for the use of con- 
junctival sutures after the cataract operation was 
not generally accepted, and many in this audience 
can recall that most ophthalmic surgeons during 
the first and second decades and some in the third 
decade of this century used no suture of any kind. 
Barraquer® in 1923 and Greene” in 1925 began 
to advocate the use of the conjunctival suture. In 
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1925, Berens*” with his trickily placed conjunctival 
suture and about the same time Verhoeff* strongly 
advocated the use of this type of suture. The con- 
junctival flap also had its advocates, notably Van 
Lint’ in 1930. Verhoeff,”" not satisfied with his 
strictly conjunctival suture, developed a suture in 
which he placed the original double-armed suture 
transversely in the substance of the cornea after 
dissecting upward a conjunctival flap from the 
limbus and passing the double-armed sutures longi- 
tudinally underneath the conjunctiva, thus bring- 
ing it down as a conjunctival flap over the section 
after completion of the operation. 


Section with Deeply Placed Suture 

BEFORE SECTION: EXTRASECTIONAL. — Su- 
tures placed before the section is begun, designated 
in the classification as extrasectional sutures, con- 
stitute no new procedure. Kalt* in 1894 first used 
the corneoscleral preplaced suture. He used a 
vertical bite in the cornea coming out 1 mm. below 
the limbus with a transverse bite in the sclera 
above, forming roughly a T when tied. As is usual 
with most far advanced thinking and procedure in 
medicine, this suture was not accepted by the pro- 
tession. 

There is little reference to any preplaced 
corneal sutures until the writings of Ellett’ in 1937, 
Stallard’® in 1938, and Leech and Sugar" in 1939. 
They emphasized the mattress suture, which is 
ably described in modified form in O’Brien’s 
work’ in 1947. This suture takes a transverse 
bite in clear cornea, 3 to 4 mm. in width, 1% mm. 
below the limbus, and a corresponding transverse 
bite in the sclera 1 to 2 mm. above the limbus. 
The original suture of Ellett,’ Stallard,’ and Leech 
and Sugar’’ was modified by Searcy” in 1941. 
He began his suture above the limbus going out- 
ward at an angle of 45 degrees, taking the usual 
bite through clear cornea and coming back through 
the sclera at an angle of 135 degrees so that there 
would be a small area to tie. In his opinion better 
closure is obtained with this suture than with the 
usual mattress suture. Dyar,* in 1947, further 
modified the original Stallard or mattress suture 
in that he dissected the conjunctiva above at the 
limbus, placed his suture at 10:30 and 1:30 o’clock 
in clear cornea transversely, and longitudinally 
above the limbus in the sclera, then out through 
the conjunctiva to form a flap over the section. 

ADVANTAGES AND DISADVANTAGES. — There is, 
as I see it, only one advantage of the extrasectional 
mattress suture: (1) It is easily and quickly 
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placed. There are some disadvantages: (1) It 
cannot be tied tight because of the chance of over- 
riding, inversion or eversion of the sectional mar- 
gins, resulting in (2) more frequent loss of the 
anterior chamber through leakage, with a soft eye 
and the usual complications that go with it. 
BEFORE SECTION: INTRASECTIONAL. — Like 
the extrasectional suture, the intrasectional is no 
new achievement. It was first suggested by Men- 
doza* in 1892. He used the first preplaced suture 
in cornea. His section, however, was in clear 
cornea below the limbus or at the limbus. So Kalt’ 
in 1894 was the first to develop the corneoscleral 
preplaced suture, and Mendoza’ has the distinction 
of suggesting the first preplaced suture. This sug- 
gestion also, as with others, was not followed up. 

In 1940, McLean," in his excellent article de- 
scribing his suture, gave these requirements for a 
preplaced suture: 

It should be inserted in solid corneal and scleral 
tissue and not in loose, yielding conjunctiva. It 
should be placed before the section is made and 
should not require extensive manipulations after the 
eye is opened. It should go through, not over, the 
lips of the wound, so as to give firm closure without 
danger of inversion of the edges, and it should be so 
placed that when tied it will bring the tissues back 
to exactly the preoperative position. The entire 
wound should be covered by conjunctiva as an 
added protection and better surgical closure. 

He makes his scleral section with the Lundsgaard 
knife, after laying down a 3 mm. conjunctival flap 
above, beginning 1 mm. above the limbus and go- 
ing about halfway through. The needle is passed 
through the flap at its base from below upward, 
reversed, and run through the upper or scleral lip 
1 mm. from the cut edge passing through from 
above into the section, and then through the lower 
or corneal lip just beneath the entrance of the 
original suture so that there will be approximately 
a distance of 1 mm. between the two. The strand 
of suture lying in the wound is then gently drawn 
aside and sections completed. 

Weeks," in 1942, described his method. He 
makes the usual section with a cataract knife with 
or without flap. He leaves a small bridge of uncut 
sclera at the 12 o’clock position without; the suture 
is then placed through the cut edges of cornea and 
sclera on either side of the uncut bridge as close 
to it as possible, allowing sufficient room to com- 
plete the cut with a pair of scissors. When a flap 
is used, the usual McLean procedure is followed. 

Hymes,” in 1945, modified the McLean meth- 
od. He uses the flap, the usual incision with the 
Lundsgaard knife, or a special concave curved 
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knife, as he describes. He passes the suture 
through the flap, then through the lower corneal 
lip, through the section, through the upper scleral 
portion, and out and through the conjunctiva, 
after which that portion of the suture in the wound 
is gently drawn aside so that section can be com- 
plete. 

Using the McLean technic, De Roetth’” found 
that he had some difficulty with the flap in plac- 
ing the suture and making the section. In 1946 
he modified the operation still further in that he 
makes the conjunctival opening longitudinal in- 
stead of horizontal. He places his scleral incision 
as does McLean. The suture placed at the upper 
edge of the corneal incision is simply a suture 
through the cornea coming out in the edge of the 
section and on through the edge of the sclera. 
That portion of-the suture in the section is gently 
pulled to one side. Then the incision for the cor- 
neal section is made with a cataract knife, and a 
large conjunctival flap is obtained along with the 
section. 

Advantages and Disadvantages. — There are 
some advantages in placing the suture before the 
section is made: (1) The suture is placed in solid 
cornea and sclera. (2) It goes through the sec- 
tional edges in true apposition. This feature as- 
sures returning of the various parts to their original 
site. (3) There is also a good conjunctival flap. 
There are likewise disadvantages: (1) There is 
difficulty with the flap when the section is made. 
(2) There is always the danger of cutting the su- 
tures. (3) Usually only one suture is used to 
close. (4) The removal of the suture postoper- 
atively is hazardous. In from 2 to 3 per cent 
of the cases there is loss of the anterior chamber 
at this time. 

Atkinson,'’ in his noteworthy article published 
in 1946, gave the first good reason why one should 
use the superficial rather than the deep sections. 
In the illustrations shown in his article the limbus 
of the cornea is much higher than is usually ex- 
pected. This author advocated strongly the use 
of the keratome rather than the cataract knife be- 
cause (1) it is easy for all ophthalmic surgeons to 
use and control, and (2) enlargement with scissors 
gives a more uniform section and is easier to con- 
trol. In figure 2 of his illustrations the keratome 
is pointed upward toward the center of the cornea. 
In this way a broad beveled posterior lip is ob- 
tained, which will cover the upper portion of the 
lens. To use this section, one must tumble the 
lens, and there is a word of caution. For enlarging 
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the sections nasally and temporally, the scissors 
should be held almost flat with the keratome sec- 
tion. The lower section is then more convention- 
al; probably it is used by the greater number of 
surgeons also. I should like to direct attention to 
the area between the sections made by the kera- 
tomes. The illustration shows how the cornea 
invaginates the sclera. The limbus is some dis- 
tance above the angle of the eye. The blood sup- 
ply of the anterior chamber segment of the eye is 
formed by the long posterior ciliary arteries and 
the anterior ciliary arteries anastomosing to form 
the major arterial circle. This anastomosis gives 
all branches to the angles of the limbus and shows 
why hemorrhages occasionally occur when deep 
sections are made. There is a relatively avascular 
space which lies just beneath the limbus. Utiliza- 
tion of this space with superficial sections results in 
less hemorrhage and more satisfactory healing of 
the wound. 

AFTER SECTION: INTRASECTIONAL. — Barra- 
QUER, in 1938, advocated sutures placed in the 
section through the edges. He uses one suture at 
10 and one at 1:30 o’clock. After section is made, 
the suture is started in clear cornea 1 mm. from 
the cut edge, passing through and coming out in the 
middle of the sectional edge. The scleral edge is 
gripped and the needle then passed through the 
middle of the section and out 1 mm. from the cut 
edge, in exactly the same plane. This procedure 
assures exact replacement of parts with no dis- 
tortion. 

Verhoeff,” in 1934, began experimenting and 
using his suture. It was described by Case," one of 
his students, in 1938, as follows: The conjunctiva 
is dissected loose at the limbus and reflected up- 
ward. The needle is placed vertically in clear 
cornea beginning 1 mm. below the limbus, passes 
intracorneally through the limbus and comes out 
above approximately 1 mm. beyond in sclera. Two 
sutures, one at 10:30 and one at 1:30 o’clock, are 
used. The section is then made, and the sutures are 
cut at the same time. After the section is made, a 
third and fourth suture then are rethreaded along 
the side of the cut sutures. The loop is drawn out 
and made ready to tie. 

Kirby,” in 1941, published his monograph. 
He advocates section by keratome or by cataract 
knife as the surgeon chooses and he modifies the 
Barraquer technic in that he places three sutures. 
His two wing sutures are placed at 10 and 2 
o'clock, and the first loop of the tie is made. The 
center suture is also placed at 12 o’clock. This 
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suture is placed only in the cornea and is not com- 
pleted; it is used to elevate the cornea so that the 
entire section, the lens and the iris can be in- 
spected. He has shown that this procedure in no 
way affects the cornea. 


Advantages and Disadvantages. — This meth- 
od offers several advantages: (1) The sutures are 
placed in solid cornea and sclera. (2) They are 
intrasectional, in line with the radius at the point 
of selection. (3) They give a water-tight wound 
with early formation of the anterior chamber. 
(4) There is a small conjunctival flap present. 
(5) The suture is easily removable. Disadvan- 
tages include: (1) The full section is made before 
sutures are introduced. There is a chance with 
this procedure that the globe will be distorted, 
causing dislocation of the lens and presentation of 
the vitreous before the surgeon is ready. (2) 
There are only two lateral sutures ready for tying. 
The middle suture has to be completed after the 
extraction of the lens. In some cases this necessity 
is embarrassing. 

Richardson Modification of Kirby Method, 

with Further Modifications 

In 1946 when I returned to the office after four 
years’ absence, I found that my associates, Dr. 
Shaler Richardson and Dr. Walton B. Wall, Jr., 
had discarded the old conjunctival suture, as used 
in the early forties, and had adopted a modified 
Kirby method. I readily could see the advantage 
of the new technic over that of the old and adopted 
their procedure as mine. The section with the 
cataract knife was, however, adhered to until some- 
time in 1947, when it was completely dropped. In 
the Kirby method, two lateral sutures are placed 
and the first tie completed; the center suture is 
not completed. In the Richardson modification of 
the Kirby method, this suture is completed in an 
ingenious manner, and I shall describe the proce- 
dure in detail, with some modification. In the 
Kirby operation the section is completed in full. 
The sutures are placed as indicated. This proce- 
dure in Dr. Kirby’s hands has been most success- 
ful, but in my hands introduction of the sutures 
with full section resulted in some distortion of the 
cornea and of the sclera, and J have seen vitreous 
present before the sutures were completed. This 
experience led me to certain modifications which, 
if tried, will, I believe, give rise to no difficulty. 


First, the keratome section is made above. 
Before any enlargement is attempted, the middle 
intracorneal suture is placed as follows: 
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One millimeter of the corneal cut edge is grasp- 
ed in heavy forceps and slightly everted. The 
point of the needle, attached to a full length suture, 
is passed as close to the forceps as possible, begin- 
ning 1 mm. below, coming out in the middle of the 
section. The suture is pulled through a full three 
fourths, draped back over the cornea, across the 
cheek, down over the temporal area and around 
over the brow. The scleral section, in the same 
plane as the corneal suture, is grasped and slightly 
everted; the needle is passed through its middle 
portion coming out above 1 mm. from its edge. 
The conjunctiva is also engaged at this time. 

Two gauze squares are utilized, one over the 
brow and one over the cheek covering the suture, 
so that only that portion doubled back over the 
cornea is left exposed for use as a retractor of the 
corneal flap. This procedure is used for two rea- 
sons. It hides this long continuous suture when 
not in use. It prevents the surgeon or assistant 
from grasping the wrong suture for tying in an 
emergency, yet in no way detracts from the oper- 
ative procedure. 


The section next is enlarged nasally because 
this suture is the hardest mechanically to place, 
and then only to the point where the suture is to 
be placed. The section is extended temporally, 
the third suture is placed, and the first knot in the 
two lateral sutures is made. The section on either 
side can be enlarged as much as necessary. 

Advantages and Disadvantages.— The ad- 
vantages of this procedure are: (1) The middle 
suture is in place for elevation of the corneal flap 
when inspection of the anterior chamber is desired 
and yet completely removed for any operative 
manipulation. (2) All sutures are placed in solid 
cornea and sclera in direct apposition in the same 
plane. (3) There is no distortion of the globe 
in the placing of the suture. (4) There is a small 
conjunctival flap. (5) All sutures are placed be- 
fore extraction, and the first knot is placed in the 
two lateral sutures ready for immediate tying at 
the instant extraction is completed. (6) The 
sutures are easily removed. (7) The anterior 
chamber is formed early as a result of the water- 
tight fit. The disadvantage of this procedure is 
that it is not placed before the section is made. 

Summary 

Corneal and corneoscleral sutures are not new. 
They were suggested and used late in the nine- 
teenth century. 

Corneal closure came into general use about 
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the third decade of the twentieth century, first 
in the form of conjunctival sutures or bridges and 
progressing to corneoscleral (1) preplaced before 
section is made and (2) preplaced after section is 
made. 


and disadvantages are discussed. 


The various types of suture, their advantages 
The Richardson 


modification of the Kirby method is described, 
together with further modifications I have found 
useful. 


Conclusions 


1. Corneoscleral sutures are most advan- 


tageous in that they have (1) reduced postoper- 
ative complications, (2) mobilized the patient at 
an early date postoperatively, and (3) shortened 
the period of hospitalization. 


2. Preplaced sutures are an advantage in cer- 


tain expected complications, but they are much 
harder to handle than postplaced intracorneoscleral 
sutures and more difficult to remove postoper- 
atively. 


3. At the present time there is no ideal 


corneoscleral suture. 


te 
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Thrombosis 


PETER A. DroHoMER, M.D. 


AND 


ALPHONSus M. 
DAYTONA 


Occlusion of a mesenteric artery or vein is one 
of the most dramatic conditions encountered in 
surgery. The exact cause is still obscure, but the 
pathology was described in detail by Virchow in 
1871. Its incidence is greater between the ages of 
40 and 70, although cases have been reported in 
infants and in adults up to 90 years of age. It is 
more prevalent in males by a ratio of 60 to 40. The 
exact diagnosis is seldom made until the patient is 
either operated on or autopsy is performed. 

This anomaly is usually concomitant with a 
pre-existing circulatory disturbance, but may be 
a complication following an infectious process; par- 
ticularly of the appendix, or trauma of the viscera 
incident to extensive surgery, injudicious handling. 
or retraction pressure. The arterial circulation is 
occluded more often than the venous. In the ma- 
jority of the cases the superior mesenteric vessels 
are involved. The mortality is extremely high, 
either because the patient, suffering from some 
cardiac or circulatory condition, is already mori- 
bund, or because the treatment has been too long 
delayed. 

Diagnosis of mesenteric vascular obstruction is 
difficult; the symptoms are essentially those of 
intestinal obstruction and peritoneal irritation. In 
cases of massive occlusion the element of obstruc- 
tion may be overshadowed by signs of internal 
hemorrhage due to extravasation of blood from the 
infarcted loop of bowel. Some of this blood may 
be evident by hematemesis or melena. 

Sudden obstruction of a major vessel in the 
mesentery dramatically exhibits an abdominal 
catastrophe, manifested by acute pain, nausea, 
vomiting and profound shock. In occlusions that 
develop more slowly there are three evident stages: 
(1) a period characterized by hyperperistalsis with 


colicky pain and nausea, (2) an interim of in- 


McCarthy, M.D. 
BEACH 


testinal paresis which produces the syndrome of 
partial intestinal obstruction, and (3) a phase of 
total intestinal strangulation and maceration. 
Prognosis depends on several factors, but the 
most important are: (1) the general condition of 
the patient as to his age, presence and degree of 
circulatory impairment, and (2) the early recog- 
nition of the existence of an acute surgical emer- 
gency. The last 2 cases of this report bear out the 
necessity of early recognition. While it cannot be 
said that early treatment would have altered the 
outcome, it could, however, be said that the pa- 
tients would have had a better chance for recovery. 
In 1944 Ficarra’' of New York compiled 569 cases 
from the available medical literature, with 35 suc- 
cessful resections. McClenahan and Fisher’ re- 
ported 40 cases at Mercy Hospital of Pittsburgh 
out of 10,000 admissions during a five year period, 
with a mortality rate of 61 per cent. Forty-four 
cases’ at Michael Reese Hospital of Chicago were 
reported, covering a ten year period with a mortal- 
ity rate of 73 per cent. Review of fifteen articles 
on this subject indicates that radical surgery with 
complete resection of the involved segment of 
bowel and end to end anastomosis is the only hope 
for survival in these cases. In a majority of them, 
however, the authors agree that in many cases the 
condition is undiagnosed and recovery takes place 
because of the minor degree of involvement and 
because collateral circulation is established before 
the segment of bowel undergoes ischemic degenera- 


tion.” 
Report of Cases 


Case 1.— A white woman aged 57 was admitted to the 
hospital on Nov. 27, 1947 complaining of severe epigastric 
pain, nausea and vomiting shortly after breakfast. There 
was a long history of allergic manifestations to food, 
eczematoid eruptions following dietary indiscretions, and 
poor appetite. There had been a pelvic operation twenty 
years previously and a vaginal hysterectomy five years 
before this illness. The family history was noncontribu- 
tory. 
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Physical examination revealed a poorly nourished, 
fragile-looking woman, who complained of constant 
abdominal pain. The temperature was 97.4 F., the pulse 
rate 92, and the rate of respiration 22. The blood pressure 
was 150 systolic and 100 diastolic. The cardiac sounds 
were distant, the muscular quality of the heart poor, and 
the rhythm normal. The abdomen was moderately dis- 
tended, and tenderness was elicited on deep pressure in the 
epigastrium. Peristalsis was audib'e and normal. 

The blood count was red blood cells 4.3 million and 
white blood cells 14,800, with polymorphonuclears 74, lym- 
phocytes 18 and stab forms 8. Urinalysis gave negative 
results. 

A diagnosis of acute biliary colic was made. The pa- 
tient continued to vomit, and frequent doses of narcotics 
were necessary to relieve pain. Fluids were administered 
intravenously as she was unable to retain anything. 

Although she felt better on the following morning, the 
pulse rate was 110 and the abdomen was more distended ; 
peristalsis was still audible but subdued. The next morn- 
ing her condition took a dramatic turn for the worse. 
The temperature was 100.3 F., the pulse rate was 120, the 
abdomen was distended, there was no muscle defense, and 
peristalsis was absent. The blood pressure was 110 systolic 
and 60 disastolic. The medical consultant agreed that an 
acute surgical emergency existed. 

At operation, following a blood transfusion and ad- 
ministration of adequate intravenous fluids, about a quart 
of serosanguinous fluid was removed. A gangrenous length 
of ileum, measuring 6 feet and extending down to within 
4 inches of the ileocecal valve, was excised, and end to 
end anastomosis was carried out. Upon examination of the 
mesentery, there was found a thick fibrous band binding 
the inferior mesenteric artery, no doubt the resultant of 
previous surgery. 

After a stormy postoperative course lasting nine days, 
there was a sudden lowering of the temperature and de- 
crease in the pulse rate. The patient began to complain of 
hunger. She was discharged on the twentieth day and has 
been well ever since. 


Case 2.—A white carpenter aged 51 complained of 
severe abdominal cramps, nausea and vomiting when he 
was admitted to the hospital on June 23, 1949. At 5 
o’clock that morning he had been awakened by sudden 
pain around the umbilicus, which was constant in char- 
acter with occasional accentuation. He had felt like vom- 
iting, but did not do so until he drank warm water. His 
past history and the family history were irrelevant. He had 
enjoyed excellent health and had worked hard all of his 
life. 

Physical examination showed the patient to be excep- 
tionally well developed, as a man who had performed 
manual labor. He was in acute pain. The temperature 
was 97.8 F., the pulse rate was 70, the rate of respiration 
was 20, and the blood pressure was 110 systolic and 70 
diastolic. There was some voluntary muscle spasm of 
the abdomen, but no particular area of tenderness and no 
distention; peristalsis was normal and equally distributed 
over the entire abdomen. 

At 8 a.m. the blood count was 4.5 million red blood 
cells and 8,400 white blood cells with 65 per cent poly- 
morphonuclears. The count at 11:30 a.m. was white 
blood cells 10,200 and polymorphonuclears 79 per cent. 
Urinalysis gave negative results. 

By 3:30 p.m. the abdomen was moderately distended, 
peristalsis was absent, and the patient complained of dull 
pain. At operation, twelve hours after the initial symp- 
tom, 4 feet of gangrenous mid ileum was removed, and 
end to end anastomosis was carried out. 

The postoperative course was uneventful. Wangensteen 
suction was discontinued on the third day. The patient 
began to eat soft food on the fourth day, was up and 
around on the sixth day and walked from the hospital on 
the ninth day after admission. He remains in excellent 
health and has not missed a day’s work since he was dis- 
charged from the hospital. 
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MESENTERIC THROMBOSIS 


Case 3.—A white woman aged 72 was admitted to 
the hospital in a comatose state on Nov. 28, 1949. Rela- 
tives related that four days previously she had experienced 
violent abdominal cramps, nausea and vomiting, which a 
physician diagnosed as a biliary attack. The condition 
grew progressively worse, and on the fourth day after the 
onset another physician recommended immediate hospitali- 
zation. 

On admission, the temperature was 101 F.; the pulse 
was thready and the rate 110; respirations were intermit- 
tent and the rate 30. The abdomen was distended, ex- 
tremely tender to touch and silent. A diagnosis of mesen- 
teric thrombosis was made. 

After receiving a transfusion of 500 cc. of blood and 
intravenous injection of 2,000 cc. of saline and glucose, the 
patient was operated on. The entire small intestine 1 
foot from the ligament of Treitz to within 4 inches of the 
ileocecal valve had undergone advanced gangrenous 
changes. Seventeen feet of intestine was resected, and end 
to end anastomosis was carried out. In spite of excellent 
nursing and all supportive measures, she died three days 
after the operation. 


Case 4.— A 76 year old man was admitted to the Hali- 
fax District Hospital on Dec. 29, 1949 in a semicomatose 
condition with a history of sudden onset three days previ- 
ously of severe epigastric and substernal pain accompa- 
nied by shock reaction, nausea and vomiting. His physician 
had made a diagnosis of myocardial infarction and ordered 
him to bed. Not until the third day were abdominal symp- 
toms of pain and distention present, and he was then 
transferred from New Smyrna Beach to the hospital. 

On admission, the hemoglobin was 15.8 Gm. and the 
while blood cells 29,5CO, with polymorphonuclears 92 
per cent. Urinalysis disclosed 10 to 15 pus cells per high 
power field. Roentgen examination of the abdomen gave 
evidence of several loops of gas-filled intestine compatible 
with paralytic ileus or obstruction. 

In preparation for operation the patient was given 
fluids for dehydration, and Wangensteen suction was in- 
stituted for distention. At operation, 6 to 8 feet of ileum 
in an advanced stage of gangrene was resected, and end 
to end anastomosis was carried out. The patient died 
seventy-two hours later, apparently of overwhelming tox- 
emia. 


Summary 


Four cases of mesenteric thrombosis are re- 
ported. In each case it was demonstrated that: 


1. Early surgical intervention is of paramount 
importance in the treatment of this condition. 


2. Circulatory embarrassment of some type is 
concomitant in many cases with thrombosis of a 
mesenteric artery. 


3. Mechanical strangulation of the root of the 
mesentery produces the same chain of symptoms 
and the same pathologic changes in the intestine; 
it also requires identical treatment. 
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n prenatal ocular defects. I have observed cases in which 
juinine, ingested by the mother as an abortifacient, caused 
ilmost total blindness and deafness in the infant and have 
eported such cases, as have others. 

The largest percentage of prenatal or natal ocular de- 
fects or early blindness is associated with developmental 
abnormalities. These include inherited dystrophies and 
abiotrophies. It is interesting to note that the phacoma- 
toses belong in an intermediary group, seeming to partake 
of the nature of both deformities and diseases and beiag in 
a way developmental and neoplastic at the same time. 

Is anything being accomplished for the control of the 
situation? A few conditions have been improved or 
eliminated by therapy, particularly syphilis, gonococca! in- 
fection, congenital cataract and congenital glaucoma. 

Ophthalmologic genetics has been especially satisfactory 
with regard to albinism, nystagmus, color blindness, 

turricephaly, cataract, and corneal dystrophies in which 
the existence of several dominant and recessive biotypes 
is now established. Much work has been done on Marfan’s 
syndrome (arachnodactyly), angiomatosis, retinal detach- 
ment, and angioid streaks. In my opinion, the answer is a 
great deal more study by embryologists, geneticists and 
pathologists. There could well be included in this illustri- 
ous group the obstetricians, the pediatricians and, primarily, 
the general practitioners. Questionnaires should be sent 
out in a sincere effort to determine whether or not the 
salvaging of the very premature infant is adding to the 
number of ocular and other defects. 

How the two specialties, pediatrics and geriatrics, have 
changed; we are arriving earlier and staying later. In a 
national report, the etiology of 43 per cent of the cases 
of blindness was unknown. This fact emphasizes my pre- 
vious statement as to the necessity of the family physicians 
and at least the geneticists collaborating in a program of 
prevention. It is they who can assemble the necessary 
family records of the more serious hereditary ocular de- 
fects and use the data to advise prospective parents. Until 
medical science develops methods for counteracting the 
effects of hereditary factors, application of nature’s laws 
of genetics constitutes practically our only defense against 
hereditary blindness. 

Dr. Rustin, concluding: I want to thank Dr. Forbes 
for his discussion. It is especially gratifying to have the 
blanks in my address filled in by such an eminent ophthal- 
mologist as he. It has not been possible to touch more 
than a few aspects of this embracing subject. I am grati- 
fied as much as you must be for the added observations 
Dr. Forbes has made. As regards the not yet corroborated 
value of the benefit of vitamin E supplement in the 
prevention of retrolental fibroplasia, the Drs. Owens’ series 
of cases is admittedly small, but nevertheless offers a means 
of attack against this dread disease that is hopeful. I want 

igain to thank Dr. Forbes for his fine contribution to this 
ubject, and to thank all of you for your patient attention 


to a seemingly specialized subject that does have wide and 

general application. 
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ABSTRACTS OF MEDICAL ARTICLES 


THE INFLUENCE OF VAGAL ACTIVITY ON HEART 
BLock. By Addison L. Messer, M.D., Charles K. 
Donegan, M.D., and Edward S. Orgain, M.D. Am. 
Heart J. 38:732-742 (Nov.) 1949. 

A series of 51 unselected cases of heart block 
associated with various etiologic factors was 
studied for the purpose of investigating the effect 
of vagal activity. In addition to electrocardio- 
graphic study of the entire series for changes in the 
P-R interval after the administration of atropine, 


the effects of breathing 100 per cent oxygen and 
of the subcutaneous injection of acetyl-beta- 
methylcholine (Mecholyl) in 22 of the cases were 
analyzed and the results compared. 

It was noted that both atropine and Mecholyl 
decreased the P-R interval in a majority of these 
cases, atropine being the more effective. The au- 
thors concluded that atropine, Mecholyl and oxy- 
gen are of no value in determining either the 
etiology of heart block or the underlying physio- 
logic mechanisms in human subjects. 
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THE ELECTROCARDIOGRAM IN PNEUMOPERI- 
TONEUM, INCLUDING AUGMENTED UNIPOLAR LIMB 
LEADS AND UNIPOLAR CHEST AND ESOPHAGEAL 
LEADS. By Elwyn Evans and Thomas C. Black. 
Am. Rev. Tuberc. 61:335-345 (March) 1950. 


A series of 10 cases is reported in which the 
patients, without suggestive evidence of cardiac 
disease, with pneumoperitoneum were studied with 
standard and augmented unipolar extremity elec- 
trocardiograms, numerous unipolar chest leads and 
esophageal leads, and with anteroposterior and 
lateral roentgenograms. Pneumoperitoneum with 
or without phrenemphraxis affected the form of 
all leads to variable degrees, but the changes were 
not always predictable. 


It was observed that pneumoperitoneum may 
form abnormal Q waves in the standard or unipolar 
limb leads or the esophageal leads. In all 10 cases, 
abnormally large Q waves, usually associated with 
abnormal T waves, were obtained in esophageal 
leads at ventricular levels. Interposition of air 
between the electrode and the heart did not appear 
to be the predominant factor in the production of 
the abnormally large esophageal Q waves. The 
position of the heart, however, especially forward 
displacement, was considered a probable factor in 
their production because the heart was displaced 
upward and forward in each case. 


Assumption of the upright position generally 
caused an increase in the amplitude of the esopha- 
geal Q and R waves, the R more than the Q, so 
that the Q/R ratio was decreased. The T waves 
decreased in amplitude or became more deeply 
inverted. 
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“Wilt Thou Be Made Whole?” 
“Do you want your health restored?” This 


modern translation of the age-old question of the 
Great Physician, ‘Wilt thou be made whole?” 
would elicit hardly one negative reply today. Who 
does not covet good health? Too few, however, 
realize that the concept must include wholeness 
of mind and of spirit as well as of body. 

As another holiday season approaches, it is fit- 
ting to reflect upon this goal, the integrated per- 
sonality, whether individual or national. When 
one seeks to climb dangerous heights, it is wise to 
look up rather than down. Likewise, in public as 
well as personal realms of thinking there is need 
to develop healthiness and wholeness of mind by 
looking steadfastly upward. There is need to cast 
out the nationwide obsession about security and 
regain the courageous spirit of this country’s pio- 
neering founders who sought opportunity above 
and beyond security. They found incentive and 
inspiration not merely in preserving but also in 
improving and broadening. 

There is need to turn upward from the abyss 
of self-centered preoccupation with the evils that 
threaten at home and abroad. There is need to 
seek that higher realm of the American dream, 
aptly called this nation’s greatest contribution to 
the world. Envisioning a land where life shall be 
richer and better and fuller with opportunity for 
every person according to his ability and achieve- 
ment, that dream, in this security-conscious age, 
must not be allowed to die. 

Whole in body? In mind? In spirit? No one 
knows better than the physician the interdepend- 
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ence of these three. No one realizes more than he 
that America’s phenomenal medical progress is 
the 
motivating power of the American spirit, of free 
men, unshackled, and unfettered, with freedom to 


think, to create, to cross new frontiers.” 


vested in “the miracle of America itself 


Dingell’s Jingle Soundly Rebuked 

Recently, the American Medical Association 
launched its nationwide campaign to advertise the 
danger of socialized medicine. Between October 
8 and 22, a bold-faced ad headed “Who Runs 
America?”’ appeared in 11,000 daily and weekly 
tmewspapers and 30 national magazines, while some 
1,600 radio stations broadcast A. M. A.-sponsored 
announcements, 

This advertising campaign, first in the history 
of American medicine and paid for by a $25-a-year 
A. M. A. membership assessment, was launched by 
a special message from Dr. Elmer L. Henderson. 
“The President’s Page, A Monthly Message”’ ap- 
peared as a new feature of The Journal of the 
American Medical Association in the September 
23 issue: 

... The American medical profession is in one of 
the most crucial and chalienging periods of its history. 
On the civilian front it has taken the initiative in a 
determined crusade against socialistic threats to our 
basic American freedoms. We doctors have a power- 
ful message of faith in the wisdom of free, informed, 
unregimented people. We are taking that message to 
EVERY American. . . . The response . . . has been 
gratifying beyond expectations. I wish that every 
dector could . . . read all the expressions of congratu- 
lation and promises of support. . The National 
Association of Life Underwriters, with 52,000 mem- 
bers, is backing the program strongly. . . . The Na- 
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tional Association of Chain Drug Stores, covering 
5,000 local stores, has pledged all-out assistance. The 
National Retail Dry Goods Association, with more 
than 7,000 leading stores . . . has enlisted the active 
cooperation of all its members. .. . 

More than 100 individual banks have indicated that 
they will advertise. The utilities are joining us, too. 
.. . At least one railroad [the Union Pacific] already 
is cooperating. 

On September 12, Michigan’s Representative 
John D. Dingell of Murray-Dingell notoriety ob- 
served in the Congressional Record under the title 
of “Help Fight Medical Lobby Twenty Million 


Dollar Smear Campaign:” 

... This saturation campaign is designed to spread 
by massive injections of untruths, lies, distortions, and 
innuendoes, a contagious infection among our people 
so that they will fall victim to the big-lie technique 
of the medical lobby’s . . . propagandists . . . to doc- 
tor, drug and slug the American people into believing 
the crude big lie that sickness is health, that insurance 
is socialism and communism, that the President’s plan 
for national health insurance is socialized medicine. . . . 

That statement, made up largely of fighting 
words, called for a rebuke which Dr. Henderson 
made promptly in a memorandum to all members 


of Congress. He wrote in part: 

I believe most American will consider this a gross 
misuse of a public document . . . that Mr. Dingell’s 
use of the Congressional Record in this fashion will be 
viewed by most citizens as a travesty on good taste, 
as evidence of opportunistic willingness to damage a 
medium of great public usefulness and dependability, 
for personal political purposes—and a descent into the 
very tactics of which Mr. Dingell is so quick to accuse 
those with whom he disagrees. . . . 

We note that Mr. Dingell is urging every local 
Democrat to “put on a telephone campaign” on this 
matter. This surprised us somewhat, for we have 
considered the matter of Compulsory Health Insurance 
much more a matter of public health and welfare than 
Party politics. As a matter of fact, we have not sought 
Party endorsements of any kind. Actually, there are 
probably more Democrats than Republicans among 
the officers and leaders of the American Medical Asso- 
ciation. . . . I myself am a lifelong Democrat. .. . 


The President’s Page in the October 14 issue 
if The Journal of the American Medical Associa- 
tion, titled “A Special Message,” is a reproduction 
if Dr. Henderson’s memorandum to the members 
‘{ Congress. Every member of the Florida Medi- 
cal Association will do well to reflect upon his 
vords—a clarion call which meets the issue 
squarely, 


Florida Fights Tuberculosis 
Through Cooperative Endeavor 

Cooperation is the keystone of the arch of 
Florida’s current success in battling tuberculosis. 
The Florida State Board of Health, the State 
Tuberculosis Board and the Florida Tuberculosis 
and Health Association form a triumvirate which, 
with such allies as the State Welfare Board, medi- 
cal societies and the Vocational Rehabilitation 
Service, is putting Florida well on the way to se- 
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curing adequate hospital facilities for treating 
tuberculosis. 


Now that only three counties in the state lack 
local health services and the program of mass x-ray 
surveys in every county has gained great mo- 
mentum, the three official cooperating agencies are 
making excellent progress in accumulating facts 
and figures which reveal the true picture. Approxi- 
mately half of the population has been subjected 
to roentgen examination of the chest by means of 
the mass x-ray surveys during the last three years, 
and it is estimated that there are 13,000 tubercu- 
lous persons in the state, one fourth of whom are 
in need of hospitalization. 


The rapid finding of hundreds of new cases 
brought with it the formidable problem of addi- 
tional hospital facilities. The only adequate sana- 
torium, completed in 1938 at Orlando, could ac- 
commodate but 375 patients. As a temporary 
measure, army barracks at Marianna in Northwest 
Florida and Tampa in Southwest Florida, secured 
from the War Assets Administration in 1946, were 
renovated and used to hospitalize 1,100 patients. 
The dedication of the new 508 bed Southeast 
Florida Tuberculosis Sanatorium at Lantana on 
July 16 of this year marked a particularly notable 
achievement. This $4,500,000 hospital was con- 
structed with federal and state funds on 160 acres 
of land provided by Palm Beach County. Authori- 
ties consider it one of the most beautiful and mod- 
ern tuberculosis hospitals in the world. 


Concerted effort and groundwork well laid led 
to the appropriation by the 1949 Legislature of 
$6,000,000 for new construction. This appropria- 
tion will make possible within the next two years 
the replacement of the temporary facilities at 
Tampa with a 500 bed hospital similar to the one 
at Lantana and the building of a 350 bed unit at 
Tallahassee replacing the temporary facilities at 
Marianna. The Marianna unit will be renovated 
and used as a 225 bed convalescent and rehabilita- 
tion training center. With the opening of the two 
new hospitals, Florida will have modern hospital 
facilities for 1,950 tuberculous patients. 


Only one more tuberculosis hospital, to be lo- 
cated in the northeastern section of the state, will 
then remain to be provided. A model research 
laboratory costing $500,000 is also contemplated. 
Continued close cooperation between all official 
and voluntary organizations promise to make Flor- 
ida one of the leading states in the nation in the 
war against tuberculosis. 
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Cardiovascular Diseases 

With steadily increasing expectation of life, 
cardiovascular diseases take a heavier toll. They 
accounted for 33 per cent of mortality in 1935, 
compared to 44 per cent in 1948. The latter figure 
represents well over 600,000 persons, a number 
equal to the population of San Francisco. In that 
year, these diseases killed more than 54 per cent 
of the adults who died after the age of 65 and 11 
per cent of the children who died between the ages 
of 5 and 15. 


Three times more deadly than cancer, this 
group took the life of 5 times more people than 
accidents in 1948, 11 times more than pneumonia 
and influenza, 14 times more than tuberculosis and 
16 times more than diabetes. These figures were 
presented early this year at the National Confer- 
ence on Cardiovascular Diseases, where eminent 
physicians, scientists, other professional workers 
and laymen discussed the problems of preventing 
and controlling cardiovascular disease. 


Of more than twenty kinds of cardiac disease 
from which some 9,000,000 people in the United 
States are suffering, only four are numerically im- 
portant: congenital heart disease, rheumatic heart 
disease, arteriosclerosis and related vascular dis- 
eases, and hypertension. With the causes of con- 
genital malformations only beginning to be under- 
stood, with the origin of rheumatic fever still a 
mystery, and with the causes of hardening of the 
arteries and high blood pressure as yet unknown, 
cbviously research must be pressed in these fields. 

Meanwhile, a second requisite for further prog- 
ress is fuller application of existing knowledge. 
Despite serious gaps in the knowledge of preven- 
tion and treatment, the chances for patients with 
heart disease to lead a useful life are steadily im- 
proving. Nevertheless, all professions related to 
the prevention and treatment of heart disease may 
well make greater use of the facts that are known 
today. A major concept that grew out of the con- 
ference was that many skills, many professions, 
must collaborate if present and potential patients 
are to reap the benefits of contemporary knowl- 
edge. 


Book for Patients on Heart Disease 

What physician does not daily appreciate the 
need for lay health education? Many doctors have 
expressed a desire for an authoritative book on 
heart disease, in particular, written in a style pa- 
tients could understand. Unquestionably, a goodly 
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number of the 9,000,000 sufferers from cardiac 
disorders, mentioned editorially in this issue of The 
Journal, would enjoy better emotional and phy- 
sical health if they understood a few basic facts 


“You and Your Heart”’ is a new book o1 
heart and circulatory diseases written for the lay 
man by eminent authorities. To those seeking 
accurate, helpful and hopeful information about 
the heart, its function, and the diseases to which 
it is subject, this book will be most valuable. It is 
designed to explain many things the busy physician 
may not have time to explain in his office and to 
supply exactly what is needed for patients who 
have, or think they may have, some disease of the 
heart or blood vessels. 


The select group of distinguished authors is 
composed of: Dr. H. M. Marvin, President, Amer- 
ican Heart Association and Associate Clinical Pro- 
fessor of Medicine, Yale University; Dr. Irving S. 
Wright, President, New York Heart Association 
and Professor of Clinical Medicine, Cornell Uni- 
versity; Dr. Irvine H. Page, Director of Research, 
Cleveland Clinic Foundation and Chairman of the 
Medical Advisory Board Council for High Blood 
Pressure Research of the American Heart Associa- 
tion; Dr. T. Duckett Jones, Medical Director of 
the Helen Hay Whitney Foundation; and Dr. 
David D. Rutstein, Professor of Preventive Medi- 


cine, Harvard University. 

1. Marvin, H. M., and others: You and Your Heart, New 
York, Random House, pages 317, price, $3.00; also obtainable 
from the Florida Heart Association, Inc., P. O. Box 587, St. 
Petersburg 1, Fla. 


Florida Welcomes Dr. Sweany 

The first medical director of the State Tubercu- 
losis Board, Dr. Henry C. Sweany, recently as- 
sumed his duties with headquarters in Jacksonville 
for the present. The State Tuberculosis Board is 
to be congratulated on bringing to Florida this 
eminent authority, formerly director of research 
and laboratories at the Municipal Tuberculosis 
Sanitorium in Chicago. He will have charge of 
administration, medical care and research for the 
existing hospitals at Orlando, Lantana, Tampa and 
Marianna. Foremost among his objectives will be 
completion of the state’s present building program 
and early formation of a research center, men- 
tioned editorially in this issue of The Journal. 


Dr. Sweany has won international recognition 
in the field of research. With his knowledge of 
research needs in tuberculosis, he is exceptionally 
well qualified to hold his unique post. Realization 
of the new construction and medical care program 
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under his able leadership will place Florida in the 
vanguard of states in the endless quest for the best 
and most efficient methods of treatment of tuber- 
culosis with the ultimate aim of complete eradica- 
tion of the disease as a major public health 
problem. 


Medical District Meetings, 1950 

The fall meetings in the four medical districts 
were held in late October and early November. 
These afternoon and evening meetings offered a 
splendid opportunity for the members throughout 
the state to meet their state officers and colleagues 
and at the same time to hear scientific papers of 
unusual interest. 


Dr. Lloyd J. Netto, Chairman of the Council, 
was unable to be present because of circumstances 
over which he had no control. All of the eight 
councilors were present at their respective district 
meetings and presided in a most efficient manner. 
This is an unusual atendance record for councilors 
as it is very exceptional to have a 100% at- 
tendance. ; 


Dr. Herbert E. White, President, after making 
a few announcements of particular interest. ad- 
dressed the group on “The Blue Shield,” which is 
the offspring of the Association. 


Dr. David R. Murphey, Jr., President-elect, 
used as the basis of his address, “FMA Grievance 
Committee.” 


Dr. Robert B. McIver, Secretary-Treasurer 
was assigned the subject “Procurement and As- 
signment.” At his own expense, Dr. McIver made 
a trip to the A.M.A. headquarters in Chicago to 
obtain the latest information concerning the need 
for medical officers in military service. A portion 
of his time was given to Dr. J. Rocher Chappell, 
Chairman of the Association’s Procurement and 
Assignment Committee. Dr. Chappell stated that 
his committee met in August at Ponte Vedra and 
again in Orlando on October 22. At this second 
meeting, the chairmen of the county medical so- 
ciety Procurement and Assignment Committees 
were invited to attend. Dr. Chappell reviewed the 
information that his Committee has received to 
date. 


At the Ocala meeting, Dr. James L. Borland 
was present as Chairman of the Association’s Com- 
mittee on Emergency Medical Service and Dr. 
McIver requested him to review the activities of 
this committee. 
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Dr. Webster Merritt, Assistant Editor of The 
Journal gave a brief history of The Journal and 
Association proceedings from 1874 when the first 
meeting of the Association was held, to date. 

Dr. Joseph S. Stewart, Chairman of the Asso- 
ciation’s Committee on Public Relations and the 
State Education Campaign Committee addressed 
the group at the Fort Myers meeting and at his 
request, Dr. Walter C. Payne talked on the same 
subject at the Marianna meeting. 

Dr. Eugene G. Peek, Sr., Chairman of the As- 
sociation’s Committee on Legislation and Public 
Policy outlined the program and procedures formu- 
lated by his committee and requested the coopera- 
tion of every member as well as the Woman’s 
Auxiliary. Dr. Peek’s address was scheduled im- 
mediately following the dinner in the evening. This 
change of schedule at the four medical district 
meetings proved to be excellent. At this time, the 
members of the Woman’s Auxiliary were present 
and as they have demonstrated recently, their aid 
in this particular field has been of unusual value. 
Mrs. James L. Anderson, President of the State 
Woman’s Auxiliary personally attended the Mari- 
anna meeting. 

At the West Palm Beach meeting, Representa- 
tive B. Elliott, Speaker-Designate of the House 
was a guest at dinner and gave a very interesting 
and instructive talk. 

The registration of doctors, guests and mem- 
bers of the Woman’s Auxiliary at the four medical 
district meetings totaled 330. 

Northwest Medical District — A 
October 30 — Marianna 

Dr. Arthur J. Butt, Jr., councilor of district 1, 
and Dr. Taylor W. Griffin, councilor of district 2, 
presided at the meeting which was held in the 
Community House. 

Dr. James T. Cook, president of the Jackson 
County Medical Society, welcomed the members 
and guests as the meeting opened at 2:30 p.m. 

Immediately following, Dr. Francis M. Watson 
of Marianna, a member of the district, spoke on 
“Atomic Radiation Delivered by the Bomb.” Dr. 
Arthur J. Wallace, Jr., of Tampa, the guest speak- 
er, chose for his subject, “Benign and Malignant 
Lesions of the Vulva.” A general discussion fol- 
lowed the reading of the papers. 

Pensacola was selected at the general session 
for the meeting place in 1951. 

Officers of the State Association presented 
short talks on matters of concern to all members 
of the Association. 
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Refreshments and dinner were served by the 
host society. 

The total registration was 74, of which 42 were 
Association members (from A District, 33), 15 
visitors and 17 Woman’s Auxiliary members. State 
Association officers present were: Herbert E. 
White, president; David R. Murphey, Jr., presi- 
dent-elect; Robert B. McIver, secretary-treasurer ; 
Eugene G. Peek, Sr., chairman of the Legislation 
and Public Policy Committee; Stewart G. Thomp- 
son, managing director; Arthur J. Butt, Jr., coun- 
cilor of District 1 and Taylor W. Griffin, councilor 
of District 2. 

Registration 


ALFORD: Cleveland J. Price. ALTHA: Jasper B. 
Dowling. APALACHICOLA: Terry Bird. CHATTAHOO- 
CHEE: John T. Benbow, Walter C. Miles, Harold H. Ring, 
William D. Rogers. GRACEVILLE: Redden L. Miller. 
GRAND RIDGE: Charles H. Ryals. JACKSONVILLE: 
Robert B. McIver, Webster Merritt, Frances E. M. Read, 
Stewart G. Thompson. MARIANNA: Jabe A. Breland, 
James T. Cook, Daniel A. McKinnon, Albert E. McQuagge, 
Elmer J. Teagarden, William R. Wandeck, Francis M. 
Watson, Courtland D. Whitaker. OCALA: Eugene G. 
Peek, Sr. ORLANDO: J. Rocher Chappell. PANAMA 
CITY: William C. Roberts, C. W. Shackelford. PENSA- 
COLA: Egbert V. Anderson, Herbert L. Bryans, Arthur J. 
Butt, Jr., Samuel G. Holmes, Alpheus T. Kennedy, John 
C. McSween, Jr., Walter C. Payne. QUINCY: Taylor W. 
Griffin, Edward C. Love, Jr., George H. Massey. ST. 
AUGUSTINE: Herbert E. White. TALLAHASSEE: Mer- 
ritt R. Clements, Paul J. Coughlin, Robert H. Mickler, 
Henry L. Smith, Jr. TAMPA: David R. Murphey, Jr., 
Arthur J. Wallace, Jr. 

VISITING DOCTORS—CHATTAHOOCHEE: Oswald 
A. Holzer. JACKSONVILLE: William M. Hanrahan, 
Knox E. Miller. MARIANNA: Arlo K. Cox, J. E. Harris, 
A. A. Kartsonis, Lawrence C. Manni. PANAMA CITY: 
Daniel C. Campbell, William F. Humphreys, Jr., Harold E. 
Wager. ST. ANDREW: Sidney E. Daffin. 

ALABAMA—DOTHAN: Wyatt T. Burkett, Percy I. 
Hopkins. COTTONWOOD: Dorman M. Hicks. 

OTHER GUESTS—JACKSONVILLE: Mr. Wm. Har- 
old Parham. 


Northeast Medical District — B 


November 1— Ocala 

The meeting was held at the Elks Club with 
Dr. Eugene G. Peek, Jr., councilor of district 3, 
and Dr. Cleland D. Cochrane, councilor of district 
4, presiding. 

At 2:30 p.m., members and guests were wel- 
comed by Dr. Richard C. Cumming, president of 
the Marion County Medical Society. 

The scientific program was opened by Dr. John 
P. Michaels of Orlando, district member, who pre- 
sented a paper on “The Cervical Stump — Neces- 
sary Evil?” Dr. Sidney Davidson of Lake Worth, 
guest speaker, presente ! a paper on “The Insulins 
and Their Use.” The floor was opened for dis- 


cussion of the papers. 
At the general session, Orlando was selected as 
the meeting place for 1951. 
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The chairman called on the officers of the State 
Association who responded with short talks of 
statewide interest. 

Refreshments and dinner were served by the 
host society. 

The total registration was 112, of which 85 
were Association members (from B District, 79), 6 
visitors and 27 Woman’s Auxiliary members. State 
Association officers present were: Herbert E. 
White, president; David R. Murphey, Jr., presi- 
dent-elect; Robert B. McIver, secretary-treasurer; 
Eugene G. Peek, Sr., chairman of the Legislation 
and Public Policy Committee; Stewart G. Thomp- 
son, managing director; Eugene G. Peek, Jr., coun- 
cilor of District 3 and Cleland D. Cochrane, coun- 
cilor of District 4. 


Registration 

BROOKSVILLE: George R. Creekmore. COCOA: A. 
F. Thomas. CRESCENT CITY: James W. Davidson 
CRYSTAL RIVER: William B. Moon. DAYTONA 
BEACH: James W. Clower, Jr., Cleland D. Cochrane, C. 
Robert DeArmas, Peter A. Drohomer, David W. Goddard, 
Herbert A. King, James D. Moffett, Jr., Ellsworth F 
Waite, Norman E. Williams. EUSTIS: Rabun H. Williams 
HOLLY HILL: Frank A. Sica. GAINESVILLE: Edwin 
H. Andrews, Thomas M. Brill, James M. McClamroch, 
John E. Maines, Jr., George H. Putnam, Winston L. Sum- 
merlin, William C. Thomas, Jr. JACKSONVILLE: James 
L. Borland, Frederick H. Bowen, Turner Z. Cason, James 
V. Freeman, Lawrence E. Geeslin, Karl B. Hanson, F. Gor- 
don King, James G. Lyerly, Robert B. McIver, Webster 
Merritt, Nelson A. Murray, Frances E. M. Read, Lauren 
M. Sompayrac, Walker Stamps, Stewart G. Thompson, 
Albert H. Wilkinson, Ashbel C. Williams. LAKE CITY: 
Robert B. Harkness. LAKE WORTH: Sidney Davidson 
LEESBURG: Leroy H. Oetjen, Marion B. O’Kelley. 
OCALA: William H. Anderson, Jr., Richard C. Cumming. 
T. Hartley Davis, Bertrand F. Drake, Henry L. Harrell, 
John D. Lindner, Carl S. Lytle, William J. McGovern, 
John N. Moore, John P. Moore, Robbins Nettles, Eugene 
G. Peek, Sr., Eugene G. Peek, Jr., Robert E. Thompson. 
Jack M. Waldrep, Harry F. Watt. ORLANDO: J. Rocher 
Chappell, Chas. J. Collins, Russell V. Douglas, David Y. 
Hicks, Gerald W. Jones, Duncan T. McEwan, John P 
Michaels, Robert G. Neill, Robert E. Zellner. ST. AUGUS- 
TINE: Reddin Britt, A. Clark Walkup, Herbert E. White. 
SANFORD: Thomas F. McDaniel, Harry Z. Silsby, George 
H. Starke (Col.). TAMPA: Samuel G. Hibbs, David R. 
Murphey, Jr. TAVARES: James R. Hanson. WILD- 
WOOD: Herbert M. Webb, Jr. WINTER GARDEN: Al- 
bert H. Gleason. 

VISITING DOCTORS—GAINESVILLE: Everett E. 
Howard, Charles J. Zinn. JACKSONVILLE: William M. 
Hanrahan, Knox E. Miller. 

OTHER GUESTS—DAYTONA BEACH: Mr. T. F. 
Little. JACKSONVILLE: Mr. Wm. Harold Parham. 


Southwest Medical District — C 


November 2 — Ft. Myers 
The meeting was held at the Franklin Arms 
Hotel with Dr. M. Crego Smith, councilor of dis- 
trict 5, and Leldon W. Martin, councilor of district 
6, as presiding officers. 
Dr. Walter B. Clement, president of the Lee- 
Charlotte-Collier-Hendry County Medical Society, 
welcomed the members and guests. 
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“The Management of Hemangiomas” was 
chosen by district member, Dr. Wesley W. Wilson 
of Tampa, as the initial paper of the scientific pro- 
gram. Dr. S. Ward Fleming, guest speaker from 
West Palm Beach, spoke on ‘Surgical Treatment 
of Benign and Malignant Lesions of Stomach.” 
Interesting discussions followed. 

At the general session, Bradenton-Sarasota was 
selected as the meeting place for 1951. 

The chairman called on the officers of the State 
Association who responded with addresses of state- 
wide interest. 

Refreshments and dinner were served by the 
host societies. 

The total registration was 80, of which 49 were 
Association members (from C District. 40), 4 visi- 
tors and 27 Woman’s Auxiliary members. State As- 
sociation officers present were: Herbert E. White, 
president; David R. Murphey, Jr., president-elect; 
Robert B. McIver, secretary-treasurer; Eugene G. 
Peek, Sr., chairman of the Legislation and Public 
Policy Committee; Joseph S. Stewart, chairman of 
the Public Relations Committee; Stewart G. 
Thompson, managing director; M. Crego Smith, 
councilor of District 5 and Leldon W. Martin, 
councilor of District 6. 


Registration 


ARCADIA: Harold S. Agnew, Gordon H. McSwain, 
John A. Simmons. BRADENTON: William D. Sugg. 
CLEARWATER: William G. Mason, M. Crego Smith. 
DUNEDIN: Walter H. Winchester. FORT MYERS: Fred 
D. Bartleson, Ernest Bostelman, Joseph D. Brown, A. 
Louis Girardin, Jr., William H. Grace, Warren A. Harri- 
son, Curtis R. House, Marion F. Johnson, C. Gordon Mer- 
rick, Joseph L. Selden, Jr., John C. Vinson, Baker Whis- 
nant. JACKSONVILLE: Robert B. McIver, Webster 
Merritt, Frances E. M. Read, Stewart G. Thompson. 
LAKELAND: William M. Bevis. MIAMI: Joseph S. 
Stewart. NAPLES: James A. Craig. OCALA: Eugene G. 
Peek, Sr. ORLANDO: J. Rocher Chappell. PUNTA 
GORDA: Walter B. Clement, Roscoe S. Maxwell. ST. 
\UGUSTINE: Herbert E. White. ST. PETERSBURG: 
\braham J. Gorday, James L. Gouaux. SARASOTA: 
Michael A. DiCosola, Henry G. Morton, Melvin M. Sim- 
mons, Reaves A. Wilson. SEBRING: Leldon W. Martin, 
Howard V. Weems, Sr. TAMPA: Chadbourne A. An- 
drews, Ernest R. Bourkard, J. Robert Campbell, Herschel 
G. Cole, Charles McC. Gray, David R. Murphey, Jr., 
James N. Patterson, Elbert J. Soskis, Wesley W. Wilson. 
WEST PALM BEACH: S. Ward Fleming. 

VISITING DOCTORS—CLEARWATER:‘ Francis C. 
—- JACKSONVILLE: William M. Hanrahan, Knox 
=. Miller. 

OTHER GUESTS—JACKSONVILLE: Mr. Wm. Har- 
old Parham. 


Southeast Medical District — D 


November 3— West Palm Beach 
Dr. Adrian M. Sample, councilor of district 7, 
and Dr. S. Marion Salley, councilor of district 8, 
presided at the meeting which was held at the Bilt- 
more Hotel. 
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Dr. Charles McD. Harris, Jr., president of the 
Palm Beach County Medical Society, welcomed 
the members and guests. 


Dr. Fred E. Manulis of Palm Beach, a member 
of the district, opened the scientific program with 
his paper on ‘Management of Massive Hemorrhage 
from the Upper Gastro-Intestinal Tract.”” Dr. John 
H. Nodine of Bradenton was scheduled to give a 
paper on “Infertility in General Practice.’’ Because 
Dr. Nodine has recently been called into military 
service, his paper was read by Dr. Dorothy Speers 
of Titusville. 

At the general session, Vero Beach was desig- 
nated as the meeting place for 1951. 


The chairman called on the officers of the State 
Association who responded with addresses of un- 
usual interest. 


Refreshments and dinner were served by the 
host society. 


The total registration was 64, of which 46 were 
Association members (from D District, 36), 8 visi- 
tors and 10 Woman’s Auxiliary members. State 
Association officers present were: Herbert E. 
White, president; David R. Murphey, Jr., presi- 
dent-elect; Robert B. McIver, secretary-treasurer ; 
Eugene G. Peek, Sr., chairman of the Legislation 
and Public Policy Committee; Stewart G. Thomp- 
son, managing director; Adrian M. Sample, coun- 
cilor of District 7 and S. Marion Salley, councilor 
of District 8. 


Registration 


BOYNTON: Nathaniel M. Weems. CORAL GABLES: 
T. D. Sandberg. DANIA: Fred E. Brammer. DELRAY 
BEACH: Charles A. Robinson. FORT LAUDERDALE: 
Russell B. Carson, Anne L. Hendricks, Wilks O. Hiatt, Jr., 
Leigh F. Robinson, Curtis H. Sory. FORT PIERCE: 
Adrian M. Sample, Richard F. Sinnott. JACKSONVILLE: 
Robert B. McIver, Webster Merritt, Frances E. M. Read, 
Stewart G. Thompson. LAKE WORTH: A. Scott Turk. 
MIAMI: Francis W. Glenn, S. Marion Salley. OCALA: 
Eugene G. Peek, Sr. OKEECHOBEE: Leon S. Eisenman. 
ORLANDO: J. Rocher Chappell. PALM BEACH: George 
M. Dawson, Russell D. D. Hoover, Fred E. Manulis, Alvin 
E. Murphy. ST. AUGUSTINE: Herbert E. White. TAM- 
PA: David R. Murphey, Jr. TITUSVILLE: Dorothy J. 
Speers, James F. Speers. WEST PALM BEACH: John F. 
Chapman, Victor Clarholm, Gerald M. DeWoody, S. Ward 
Fleming, Charles McD. Harris, Jr., Frederick K. Herpel, V. 
Marklin Johnson, Oliver L. Jones, Kenneth E. Montgom- 
ery, Theodore Norley, S. Richard Ombres, Ralph M. Over- 
street, Jr., Cecil M. Peek, Murray D. Sigman, James R. 
Sory, Jacob Toporoff, William H. Weems. 


VISITING DOCTORS—FORT LAUDERDALE: Vin- 
vent V. Smith. JACKSONVILLE: William M. Hanrahan. 
MIAMI SPRINGS: Joseph R. Morrow. PALM BEACH: 
Joseph R. West. WEST PALM BEACH: Robert V. 
Artola, Joseph J. Daversa. 

OTHER GUESTS—JACKSONVILLE: Mr. Wm Har- 
old Parham. PAHOKEE: Mr. B. Elliott. 
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Hookworm Problem in Florida 

Many persons are prone to view the subject of 
intestinal parasites as somewhat humorous, but the 
old familiar “‘worms” are still with us. Quantities 
of questionable vermifuges are sold over drugstore 
counters every day. Studies made by the State 
Board of Health show that an appreciable per- 
centage of the people of Florida today have some 
type of intestinal parasitic infection. True, the 
worm burden is much lighter than it was ten years 
ago, but the generally accepted opinion is that the 
presence of any number of hookworms, for ex- 
ample, is prejudicial to optimum health. 


It is not enough to think that since a child lives 
in an urban area and in a section of the state where 
hookworm does not thrive that, therefore, he is not 
infected. Our nomadic population and summer 
vacations spent in rural areas, especially in sections 
known to have a higher rate of infection than 
other parts of the state, make many of us suspect. 
Ascaris is frequently found in the Negro, but hook- 
worms are more widespread generally and involve 
white persons more than Negroes. 


The old popular notion that it was sufficient 
to examine a child, treat him if parasites were 
present and then bid him goodbye no longer exists. 
Private physicians as well as public health person- 
nel want to know how the child contracted the 
disease, for he will contract it again if the home 
sanitary facilities are such that hookworms breed 
and are transmitted easily. Assistance in planning 
for better home sanitation is one of the duties of 
the Health Officer and his staff. 


Physicians Employed by the State Board 
of Health and County Health Departments 


The State Board of Health and its affiliated 
county health departments now employs about 60 
full time physicians. From time to time comment 
is heard among the practicing physicians of the 
state to the effect that such employment is used as 
a portal of entry into the private practice of medi- 
cine in Florida. The facts do not bear this out. 


Since the appointment of the present State Health 
Officer on September 15, 1945, 129 physicians 
have been employed. Of these only 14 have en- 
tered private practice in the state although 68 have 
left the service of the State Board of Health. The 
vast majority of these had Florida licenses and 
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could have entered practice here had they chosen 
todo so. The insignificance of this problem to pri- 
vate physicians is evident when we consider that 
during this same five year period a total of 1616 
physicians have been licensed by the State Board 
cf Medical Examiners. 

Criticism is also heard of the fact that some 
physician employees of the State Board of Health 
co not have their licenses. It has been impossible 
to recruit physicians from within the State of Flor- 
ida for public health positions and practically all 
of the 99 physicians recruited during the five year 
period were from outside of the State of Florida. 
These physicians have obtained their Florida li- 
censes as soon as possible and all physicians who 
have been employed by the State Board of Health 
for more than two years are licensed. Most of 
them as a matter of fact get their licenses in a 
much shorter period. Unless a reasonable time is 
allowed to obtain such licenses the State Board of 
Health could not carry on its work. The coopera- 
tion of the medical profession of the state and of 
the State Board of Medical Examiners in connec- 
tion with this problem is very much appreciated. 


Diabetes Program 


The diabetes control program of the State 
Board of Health is directed by the Division of Nu- 
trition and Diabetes Control. It has three major 
parts, namely: distribution of insulin to indigent 
diabetics, mass screening for early case finding, 
and education of the diabetic and the public. 

Distribution of insulin to indigent diabetics is 
carried out through county health departments. 
The person receiving this insulin is certified by the 
county health officer as being unable to purchase 
insulin. Advice on this is secured from the local 
welfare agent and from the physician in charge of 
the case. Patients are also required to see a phy- 
sician once every three months for review of their 
case and renewal of the insulin prescription. This 
service has been carried out by the State Board of 
Health since 1935. 

Mass screening for diabetes is carried out 
through the county health departments with the 
State furnishing technical personnel and services. 
To date the State Board of Health, in cooperation 
with other public health agencies, has screened 22,- 
490 persons in the State, of which 322 have been 
found to have blood sugar values indicative of 
diabetes. Screening surveys are carried out only in 
those counties where the local medical society has 
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ipproved the procedures. All persons screened are 
referred to the physician of their choice for diag- 
nosis and treatment. 


Education of diabetics is done also through the 
county health departments with the State Board 
of Health furnishing consultation and materials. 
There is available a monthly newsletter to diabetics 
known as “Timely Topics” which will be sent to 
any citizen of Florida whose physician certifies 
him as being a diabetic and requests that his pa- 
tient be given this service. Demonstration classes 
for diabetics are held by State Board of Health 
personnel with a view to a permanent local pro- 
gram being carried on by the county health depart- 
ments, 


Materials furnished through county health de- 
partments to physicians include a meal planning 
booklet,* prepared by the American Diabetic As- 
sociation, the American Dietetic Association and 
the United States Public Health Service, State 
Board of Health pamphlets on insulin injection and 
urine testing, and film strips on various technics a 
diabetic must learn in order to follow his doctor’s 
orders. 


Education of the public is assisted by means of 
technical personnel, pamphlets and films. This 
program is intended to be in cooperation with the 
physician in the drive to bring the one million 
undiscovered diabetics in the United States under 
medical care and to furnish assistance in bringing 
to them the benefit of modern treatment. 


*The ADA Meal Planning Booklet is furnished for 
indigent diabetics only. 





| NEW MEMBERS ae 





The following doctors have joined the State 
\ssociation through their respective county medi- 
al societies. 

Beach, William C., St. Petersburg 

Bone, Frank C., Orlando 

Breland, Jabe-A., Marianna 

Broome, Robert A., Jr., Orlando 

Erwin, Charles R., Winter Haven 

Greenfield, Maurice M., Miami 

Jahn, Paul H., Winter Haven 

Jana, Joseph T., Jr., Miami 

Knight, Frederick C., St. Petersburg 

Maxon, Robert von P., Fort Walton 

Stern, Henry M., Lakeland 
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Annual dues of the Association beginning Jan- 
uary 1, 1951 will be $40.00 per capita. This assess- 
ment was established by the House of Delegates 
at Hollywood, April 26, 1950. Included in this 
amount is the subscription for The Journal. 

Any new member accepted in the Florida Medi- 
cal Association shall be required to pay a $10.00 
entrance fee. The reinstatement entrance fee for a 
member* who is reinstated after having been 
dropped from the roster shall be the same amount 
as the current annual dues in addition to his first 
years dues. 

(*When dues remain unpaid for more than one 
calendar year an applicant’s status will be that of a 
new member with entrance fee of $10.) 

All Association dues and fees must be paid to 
the secretaries of county medical societies. The 
By-Laws of the Association require that each coun- 
ty society secretary shall forward the Association 
dues for his members to the secretary of the Flor- 
ida Medical Association on or before February 1. 


4 


Early last month Dr. Louis M. Orr II of Or- 
lando was among the distinguished guest speakers 
invited into the state of Tennessee as a faculty to 
further its Cancer Instruction program. In East 
Tennessee five centers were established, with the 
cooperation of local medical societies and groups, 
where postgraduate instruction in cancer was pre- 
sented. This program, sponsored jointly by the 
Tennessee State Medical Association (Postgradu- 
ate Committee) and the Tennessee Division of the 
American Cancer Society, was initiated last May 
when a cancer team, of which Dr. Orr was a mem- 
ber, offered instruction in five centers in West 
Tennessee. Presentation in these ten centers, lo- 
cated geographically within reach of all the profes- 
sion, proved a unique and highly satisfactory 
method of providing graduate instruction in cancer, 
Dr. Orr reported. 

sw 


Dr. Shaler Richardson of Jacksonville has re- 
turned to his practice following visits to clinics and 
medical meetings in New York City and vicinity. 

aw 

Dr. Warren W. Quillian of Coral Gables is the 


new president-elect of the American Academy of 
Pediatrics. 
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The following Association members registered 
at the meeting of the American Academy of Pedi- 
atrics which was held in Chicago in October: Drs. 
Warren W. Quillian and Hillard W. Willis, Coral 
Gables; Robert R. Harriss, Hollywood; Cornelia 
M. and Hugh A. Carithers, Jacksonville; James R. 
Boulware, Jr., and Fred S. Gachet, Lakeland; 
Wesley S. Nock, Miami; Meyer B. Marks and 
Elias Freidus, Miami Beach; Ralph E. Baxter, 
Miami Shores; George W. Griffin and John D. Mc- 
Key, Orlando; Councill C. Rudolph, St. Peters- 
burg; Henry G. Morton, Sarasota; Ernest W. 
Ekermeyer, Tallahassee; Leo Batell, Tampa, and 
Lawrence R. Leviton, West Palm Beach. 

Zw 

Dr. Robert B. McIver of Jacksonville, secre- 
tary-treasurer of the Association, recently spent 
several days in Chicago conferring with A.M.A. 
officials relative to problems affecting the state 
association and the county medical societies. 

4 

Dr. Samuel G. Hibbs of Tampa was the guest 
speaker at the October meeting of the Woman’s 
Auxiliary to the Hillsborough County Medical As- 
sociation. 

y— 2 

Dr. Richard C. Cumming of Ocala recently ad- 
dressed the local Kiwanis Club on the subject of 
“Music and Medicine.”” Dr. Cumming sang a num- 
ber of songs as examples of the type of music which 
he believes to have therapeutic value in cases of 
nervous fatigue. 

4 

Dr. James L. Borland of Jacksonville was the 
guest speaker at the October meeting of the Marion 
County Medical Society. Dr. Borland used lantern 
slides to illustrate his topic of ‘Infectious Hepa- 
titis.” 

a 

Dr. Samuel G. Hibbs of Tampa was the guest 
speaker at the Ybor City Rotary Club meeting held 
recently in the Columbia Restaurant. His topic 
was mental hygiene. 

4 

At the recent meeting of the Florida Division, 
American Cancer Society in St. Petersburg, Drs. 
Frederick K. Herpel and Vale D. Stone, both of 
West Palm Beach, were re-elected to the Board of 
Directors. Dr. Lorenzo L. Parks of Jacksonville 


was the Florida Division’s medical delegate to the 
national convention which was held in New York 
City, October 26-27. 
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Dr. Carlos P. Lamar, recently elected president 
of the Miami Diabetes Association, has been noti- 
fied of his appointment to the editorial board of an 
American Diabetic Association publication which 
is designed for the use of the diabetic patient and 
other laymen. 

Assisting Dr. Lamar in the Dade County Dia- 
betes Detection Drive for 1950 are Drs. Milton S. 
Belle, Otto W. Burtner and Jack Q. Cleveland. 


ya 


Dr. Eugene G. Peek, Sr., of Ocala, chairman 
of the Association’s Committee on Legislation and 
Public Policy, and Dr. H. Phillip Hampton of 
Tampa, member of the committee, represented the 
Florida Medical Association in a conference held at 
the Academy of Medicine in Atlanta on October 26. 
Also present from Florida were Dr. Stewart G. 
Thompson, managing director, and W. Harold Par- 
ham, supervisor of the Bureau of Public Relations. 

This conference was one of a series of district 
meetings sponsored by the A.M.A. legislative com- 
mittee, and the arrangements were made by Dr. 
Julian P. Price of Florence, South Carolina, A.M.A. 
legislative committee member from the southeast 
district. 

The program for the all-day conference was un- 
der the direction of Dr. Joseph S. Lawrence, direc- 
tor of the Washington office of the A.M.A. 


4 


Dr. Wilbur C. Sumner of Jacksonville has re- 
turned to his practice following a study course in 
the recent advances in cardiac surgery at Johns 
Hopkins Hospital. 

aw 


Dr. R. Wynn S. Owen of St. Petersburg recent- 
ly returned from a visit to surgical clinics at the 
Lahey Clinic, Boston, Crile Clinic, Cleveland, and 
the Indiana University School of Medicine. 


P24 


Dr. George H. Putnam of Gainesville has re- 
turned to his practice following his attendance at a 
postgraduate urological seminar at the University 
of Louisville School of Medicine. 


4 


Dr. Arthur J. Butt, Jr., of Pensacola was the 
guest speaker at the third annual fellows meeting 
at the Alton Ochsner Medical Foundation recently 
held at the Foundation Hospital in New Orleans. 
His subject was “The Role of Urinary Colloids in 
the Prevention of Renal Calculi.” 
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Dr. J. Rocher Chappell of Orlando, chairman 
of the F.M.A. Procurement and Assignment Com- 
mittee, called a meeting of this committee in Or- 
lando Sunday, October 15. Other members of the 
F.M.A. committee present were Drs. Thomas H. 
Bates, Lake City; John E. Maines, Jr., Gainesville, 
and Donald W. Smith, Miami. Present from the 
Association’s headquarters office in Jacksonville 
were Dr. Stewart G. Thompson, Ernest R. Gibson 
and W. Harold Parham. 


Problems of the procurement and assignment 
of medical officers and interpretation of the recent- 
ly enacted doctor-draft legislation were discussed 
by the committee and representatives of procure- 
ment and assignment committees of various county 
medical societies. Representing the county medi- 
cal societies were the following: 

BAY: Amsie H. Lisenby, Panama City. BREVARD: 
Walter C. Page, Cocoa. DADE: Milton S. Saslaw. De- 
SOTO-HARDEE-HIGHLANDS-GLADES: Henry PP. 
Bevis, Arcadia. DUVAL: John F. Lovejoy, Jacksonville. 
INDIAN RIVER: Erasmus B. Hardee, Vero Beach. 
LAKE: Sanford C. Colley, Mount Dora, Howard G. Hol- 
land, Leesburg, and C. McK. Tyre, Eustis. LEE-CHAR- 
LOTTE-COLLIER-HENDRY: Morris J. Alexander, 
Punta Gorda. MANATEE: William D. Sugg, Bradenton. 
ORANGE: Robert P. Henderson, Orlando. PALM 
BEACH: Frederick K. Herpel, West Palm _ Beach. 
PINELLAS: R. Wynn S. Owen and John P. Rowell, St. 
Petersburg. POLK: T. Hugh Roberts, Lakeland. ST. 
LUCIE-OKEECHOBEE-MARTIN: Julian D. Parker, 
Stuart. SARASOTA: Hugh G. Reaves, Sarasota. SEMI- 


NOLE: Charles L. Park, Sanford. VOLUSIA: Robert L. 
Miller, Morris B. Seltzer and Hugh West, Daytona Beach. 


A question and answer period on selective 
service regulations as they apply to medical and 
allied personnel was led by Col. W. Gentry White 
of St. Augustine, deputy director of Selective Serv- 
ice, and Lt. Col. Harold Wahl of St. Augustine, 
who is in charge of manpower for the state of 
Florida. Both officers were representing General 
Vivian Collins, director of Selective Service. 


Immediately preceding the meeting of the 
'.M.A. Procurement and Assignment Committee, 
there was a meeting of the Florida Voluntary Ad- 
visory ‘Board for the procurement and assignment 
of medical, dental and veterinary officers. Dr. J. 
Rocher Chappell is chairman of this committee also. 
Other members are Wilson T. Sowder, M.D., Jack- 
sonville, and Fred O. Conrad, D.D.S., Tallahassee. 
Representing other groups were Alvin J. Fillastre, 
D.D.S., Lakeland, president of the Florida State 
Dental Society; Thomas Price, D.D.S., Miami, 
Dade County Dental Screening Committee; T. H. 
Applewhite, D.V.M., Jacksonville, and D. A. San- 
ders, D.V.M., Gainesville, both from the Florida 
State Veterinary Medical Association. 
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Dr. Herman K. Moore of Key West recently 
returned to his practice following a short postgrad- 
uate course in electrocardiography at the Univer- 
sity of Michigan Medical School. 

Sw 


Dr. Mark E. Adams of Jacksonville attended a 
Short Course on Endocrinology which was con- 
ducted by the University of Georgia School of 
Medicine in Augusta in September. 

aw 


Dr. Allen S. Shepard of Key West has returned 
to his practice following a postgraduate course in 
pediatrics at New York Medical College. 

a 


Dr. William D. Rogers, staff member of the 
Florida State Hospital at Chattahoochee for sixteen 
years, has been named superintendent of that insti- 
tution. Dr. Rogers succeeds the late Dr. J. H. 
Therrell. 

4 


Drs. Luverne H. Domeier and Charles K. 
Donegan of St. Petersburg were guest speakers at 
the recent meeting of the Society of American 
Medical Technologists which was held in the Su- 
wannee Hotel, October 29. 

vw 


Dr. Donald M. Baldwin of Jacksonville was 
guest speaker at the October meeting of the Co- 
lumbia County Medical Society. 

4 


Dr. Clarence M. Sharp of Jacksonville has been 
elected to the executive council of the Southern 
Tuberculosis Conference. 

-—4 


FOR SALE: Practically new, Complete Mattern X-Ray 
and Diathermy machine. No reasonable offer refused. 
Contact City of Waldo, Waldo, Florida. 


4 


WANTED: General Practitioner for small town and 
lake area. Free rent on new office including some equip- 
ment. Should gross $20,000-$30,000. Former doctor 
called into Army. Contact Mayor B. A. Beville, Waldo, 
Florida. 


sw 


RADIOLOGIST SEEKS ASSOCIATION: With Hos- 
pital, Group, or other Radiologist. Board Dip!omate, 
Diagnosis and Therapy. Age 35. American, Cornell Grad- 
uate, healthy, hard worker. Florida license. Write 69-33, 
P. O. Box 1018, Jacksonville, Fla. 
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| BIRTHS, MARRIAGES AND DEATHS 


Births 

Dr. and Mrs. Joseph J. Lowenthal of Jacksonville an- 
nounce the birth of a daughter on Oct. 2, 1950. 

Dr. and Mrs. Lawrence E. Geeslin of Jacksonville an- 
nounce the birth of a son on Oct. 4, 1950. 

Dr. and Mrs. Willard R. Gatling of Jacksonville an- 
nounce the birth of a son, Robert Stevens, on Oct. 13, 1950. 

Dr. and Mrs. Charles F. McCrory of Jacksonville an- 
nounce the birth of a son, James Hollis, on Oct. 15, 1950. 

Dr. and Mrs. Samuel M. Day, Jr., of Jacksonville an- 
nounce the birth of a son, Samuel Mason, III, on Oct. 21, 
1950. 





Marriages 


Dr. Joseph Q. Perry and Miss Shirley Katherine Ander- 
son, both of Pensacola, were married on Oct. 20, 1950. 


Deaths - Members 


Anderson, Warren E., Pensacola.............. Aug. 21, 1950 
Messner, Paul O., Miami Springs....... coset. 2, 9950 
Massey, Wm. W., Quincy es mee 
Vallotton, J. Ralph, Daytona Beach.... Oct. 6, 1950 
Beals, John A., Jacksonville... a Nov. 11, 1950 


Deaths - Other Doctors 


Ford, James A., Orlando.. Sept. 23, 1950 
Middlebrooks, Violet C., St. Petersburg. Oct. 5, 1950 
McKnight, George S., Avon Park. Oct. 10, 1950 
Potthoff, Ernest W., Titusville........ Oct. 12, 1950 


Kutscher, Charles F., Pittsburgh, Pa. Recently 
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Alachua 
All members of the Alachua County Medical 
Society have paid 1950 state dues. 


Dade 

The Dade County Medical Association held its 
regular meeting on November 7, at 8:30 p.m., in 
the Miami Woman’s Club. Heading the program 
was a talk on voluntary health insurance by Mr. 
H. A. Schroder, executive director of the Florida 
Medical Service Corporation and the Florida Hos- 
pital Service Corporation. Mr. Schroder’s subject 
was “Blue Cross Protects the People — Who Will 
Protect Blue Cross?” 

On the scientific program Dr. Paul S. Roland 
gave an illustrated lecture on “Surgery in the 
Bataan Campaign.” 


Duval 

The Duval County Medical Society held its 
regular monthly meeting Tuesday, November 7, in 
the Sellers Auditorium, Jacksonville. Guest speak- 
er was Dr. Charles R. Scott, who addressed the 
members on ‘“Medico-Legal Problems in Present 
Day Practice.” In addition a motion picture was 
shown on the subject, “Physiology of Anoxia.” 
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Hillsborough - Pinellas 

The Hillsborough and Pinellas county medical 
societies held a joint meeting in October to hear 
Dr. Clifford D. Benson, assistant professor of sur- 
gery at Wayne University College of Medicine in 
Detroit. 

The two societies met at the Suwannee Hotel in 
St. Petersburg on November 9 to hear Dr. Homer 
L. Pearson of Miami. 


Lee - Charlotte - Collier - Hendry 

The regular monthly meeting of the Lee-Char- 
lotte-Collier-Hendry County Medical Society was 
held on Monday night, October 16. Members 
present were Drs. Chester M. Askue, Fred D. 
Bartleson, Ernest Bostelman, Joseph D. Brown, 
Angus D. Grace, William H. Grace, Curtis R. 
House, Marion F. Johnson, H. Quillian Jones, C. 
Gordon Merrick and Joseph L. Selden, all of Fort 
Myers. Guests present were Dr. Reidar Trygstad 
of Naples and Burt Culwell, superintendent of Lee 
Memorial Hospital. 


Marion 

The Marion County Medical Society met for 
its regular October meeting at the 1890 House in 
Ocala. Guest Speaker was Dr. James L. Borland 
of Jacksonville who gave an illustrated talk on 
“Infectious Hepatitis.” 

The following members were present: Drs. Wil- 
liam H. Anderson, Jr., Hugh H. Barfield, Richard 
C. Cumming, Bertrand F. Drake, Eaton G. Lind- 
ner, John D. Lindner, Carl S. Lytle, William J. 
McGovern, Robbins Nettles, Eugene G. Peek, Sr.. 
Eugene G. Peek, Jr., E. Laurence Scott and Jack 
M. Waldrep, all of Ocala, and Dr. Matthew Arnow 
of Williston. Dr. Borland and Dr. L. A. Brendle. 
director of the health unit, were guests. 


Palm Beach 
All state dues for 1950 have been paid by mem- 
bers of the Palm Beach County Medical Society. 


Pinellas 
The Pinellas County Medical Society, at its 
October meeting, installed Dr. Claude B. Wright 
of St. Petersburg as president. Dr. John P. Row- 
ell of St Petersburg is the president-elect. Other 


officers of the society are Dr. Rowland E. Wood. 
St. Petersburg, first vice president; V. Leroy 
Hagan, Clearwater, second vice president, and Dr. 
Whitman C. McConnell of St Petersburg was 
re-elected secretary-treasurer. 

(Continued on page 383) 
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At the regular November meeting of the so- 
iety, guest speaker, Dr. Arthur Appleyard, dis- 
ussed, “Severe Reaction to Penicillin Treated 
successfully with ACTH.” 


Sarasota - Manatee 

The Sarasota and Manatee County Medical 
Societies joined in a special meeting on October 4 
to hear a number of guest speakers. Cooperating 
with the two societies were the Sarasota county 
health department, the Florida State Board of 
Health and the Nemours Foundation of Wilming- 
ton, Delaware. 

Guest speakers were Dr. Douglas T. Davidson, 
Harvard University, Boston, Mass., Dr. David 
Wade, psychiatrist, Texas Education Agency, Aus- 
tin, Tex., Dr. A. R. Shands, Jr., medical director of 
the Nemours Foundation, and Dr. Frances E. M. 
Read, head of the maternal and child health bureau 
and director of the mental health program of the 
Florida State Board of Health. 


OBITUARIES 


Samuel Royall Norris 


Dr. Samue! R. Norris, a resident of Jackson- 
ville for nearly forty years, died there on Sept. 
21, 1950 following a long illness. He was 53 years 
of age. 

Born in Raleigh, N. C., on Feb. 7, 1897, Dr. 

Norris came to Jacksonville in 1911. He was 
craduated from the old Duval High School in 1914. 
\fter receiving the degree of Bachelor of Science 
rom the University of North Carolina in 1920, he 
vas awarded the degree of Doctor of Medicine in 
'922 from the University of Pennsylvania School 
{ Medicine. His education was interrupted by 
orld War I, in which he served as a naval avia- 
ion pilot from 1917 to 1919. After interning at 
foward and Presbyterian hospitals in Philadel- 
hia, he.received special training at the Sloan Ma- 
ernity, Bellevue and Woman’s hospitals in New 
Vork City. / 

Dr. Norris entered the private practice of 
nedicine in Jacksonville in 1923. Since 1924 he 
ad served as chief of obstetrics at St. Luke’s Hos- 
ital and was also chief of obstetrics at Riverside 
Hospital and the Duval Medical Center. For 

years he had served as obstetrician for the Volun- 

teers of America and was one of the founders 

locally of the Visiting Nurses Association. 
(Continued on page 384) 
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From where I sit 


4y Joe Marsh 





Here's An 
4M Ml | i 
Expert Example! 


When our Main Street parking prob- 
lem cropped up, we announced a 
strict one-hour parking policy, and 
swore in extra deputies to enforce it. 


We also sent over to the State Capi- 
tol for a traffic expert, to give us 
pointers. He turned out to be real 
helpful—spent an afternoon with us 
talking about zoning and such. And 
when he left the building he found a 
ticket on his car for overtime parking! 


Could have gotten sore, I guess—or 
asked us to “fix” the ticket for him. 
But instead, he insisted on going over 
to the Sheriff’s Office and paying his 
fine then and there. 

From where I sit, it’s good to know 
people, like that young fellow, who 
refuse to be treated any different than 
anyone else. City people and farmers 
—those of us who prefer cider and 
those who’d rather have a cool glass 
of temperate beer—we’re all entitled 
to the same privileges. That is, so long 
as what we do doesn’t conflict with 
the law of the land. 


Gee Noose 





Copyright, 1950, United States Brewers Foundation 
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Makes it easy fo 
administer adequate 
amounts of vitamin C to 
infants and young children. 
Each drop supplies 5 mg. 
of vitamin C. 


CEVEX may be added to 
milk, fruit juices, or food. 
To ensure that your patients 
receive the vitamin C drop 
that is Council accepted 
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A member and past president of the Duval 
County Medical Society, Dr. Norris was also a 
member of the Florida Medical Association, serv- 
ing as chairman of its Committee on Maternal 
Welfare in 1946. In addition, he held membership 
in the American Medical Association and the 
Southern Medical Association. He was a past 
president of the South Atlantic Association of Ob- 
stetricians and Gynecologists, a diplomate of the 
American Board of Obstetrics and Gynecology, a 
member and on the executive board of the Florida 
Association of Obstetricians and Gynecologists, a 
member of the board of directors of the Jackson- 
ville Association of Obstetricians and Gynecolo- 
gists, and a member of the Southern Interurban 
Association of Obstetricians and Gynecologists. A 
fellow of the American College of Surgeons, he 
was also a member of the International Academy 
of Medicine and Dentistry. 

Surviving are his widow, Mrs. Waldo Latham 
Norris; his mother, Mrs. Samuel Basil Norris; a 
stepson, Charles Randolph Unsworth of Dallas, 
Tex.; and four brothers, Frank, William, Delmar 
and John Norris. 


AMERICA’S AUTHENTIC 
HEALTH 
MAGAZINE 








” For 
Greater 
Understanding 
of Your 

Work 





3 vearss $6.50 
2 years $5.00 
1 var $3.00 
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William Walton Massey 


Dr. William W. Massey of Quincy died at his 
home on Oct. 4, 1950. For several years he had 
suffered from a heart ailment, but remained in 
.ctive practice until death came suddenly from 
acute coronary thrombosis as he slept. He was 62 
years of age. 


Born at Barwick, Ga., in 1888, Dr. Massey was 
educated in his native state, receiving his medical 
degree from the University of Georgia in 1911. He 
entered the private practice of medicine in Morven, 
Ga., and moved the following year to Moultrie, 
Ga., where he practiced for ten years. 


In 1923, Dr. Massey located in Quincy, where 
he was active throughout the remainder of his life 
in all civic, professional and church affairs. He 
was an active member of the visiting staff of the 
Gadsden County Hospital. A Mason and a mem- 
ber of the American Legion, he was also a leader 
in the First Baptist Church and had served as 
chairman of the board of deacons. In World Wart 
I he served with the medical corps and in World 
War II on the local selective service board. 


Dr. Massey was a past president of the Leon- 
Gadsden-Liberty-Wakulla-Jefferson County Medi- 
cal Society, a member of the Florida Medical As- 
sociation and a fellow of the American Medical 
Association. 


Surviving are his widow, the former Margaret 
Ward of Atlanta, Ga.; four sons, Dr. J. Lloyd Mas- 
sey and Dr. George H. Massey, both in practice in 
Quincy, and W. W. Massey, Jr., and James W. 
Massey, also of Quincy; six grandchildren; and 
four brothers and two sisters. 





BISCAYNE HOSPITAL 


6339 Biscayne LBivd,. 
MIAMI 38, FLORIDA 


Members of the Dade County 
Medical Association are ac- 


quainted with the high type 
of service rendered. 


David Collins, Superintendent 


Registered, American Medical Association 


Phone 7-4544 











the Ice Cream with 
No Artificial Flavors! 





Better tasting—better for you. Whole- 
some, nutritious, Southern Dairies 
Sealtest Ice Cream is the South’s favor- 
ite. Try a delicious serving tonight. 


Southeen Daiues 
called 


ICE CREAM 
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More Than 


70,000 
DOCTORS 


. . . for the removal of 
skin growths, tonsil 
tags, cysts, small tu- 
mors, superfluous hair, 
and for other technics 
by electrodesiccation, 
fulguration, bi-active 
coagulation. 


Now, completely re- 
designed the new 
HYFRECATOR 
provides more power 
and smoother control 
... affording better cos- 
metic results and great- 
er patient satisfaction. 
Doctors who have used 
this new unit say it pro- 
vides for numerous new 
technics and is easier, 
quicker to use. 


$4950 comptete 


Send for descriptive bro- 
chure, “Symposium on 
Electrodesiccation and Bi- 
Active Coagulation which 
explains the HYFRECA- 
TOR and how it works, 







THE BIRTCHER CORPORATION 
5087 Huntington Drive Los Angeles 32, Calif. 














| 
i To: The BIRTCHER Corp., Dept. FL 
5087 Huntington Dr., Los Angeles 32, Calif. i 
: 4 I 
| Please send me free booklet, “Symposium on 
Electrodesiccation and Bi-Active Coagulation.” I 
; I 
H Name | 
: Street 
I. City State i 
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WOMAN’S AUXILIARY 


TO THE 
FLORIDA MEDICAL ASSOCIATION 
OFFICERS 
Mrs. James L. Anperson, President......... Coral Gables 
Mrs. C. Ropert DeArmas, President-elect. Daytona Beach 
Mrs. Herscnet G. Core, Ist Vice Pres..........- Tampa 
Mrs. THomas*C. Kenaston, 2nd Vice Pres........ Cocoa 


Mrs. S. Exttiotr Witson, 3rd Vice Pres...Ft. Lauderdale 
Mrs. Merritt R. Crements, 4th Vice Pres... Tallahassee 
Mrs. Leo M. Wacutet, Jr., Recording Sec’y.Jacksonville 
Mrs. C. Russert Morcan, Jr., Correspond. Sec’y.Miami 


Maus. Weise L. Teetas, Treaster... cccccccce Lakeland 
COMMITTEE CHAIRMEN 
Mrs, Lee E. ParMiey, Finance......... Winter Haven 
Mrs. Witii1am P. Hixon, Today's Health....Pensacola 
Mrs. Juttus ALEXANDER, Legislation............ Miami 
Mrs. Cuartes F. Henvey, Pub. Relations. .Jacksonville 
Mrs. Cuester H. Murpny, Reference... ....... Bartow 
Mrs. Ricuarp F, Stover, Program............../ Miami 
Mrs. H. Quitiian Jones, Bulletin.......... Ft. Myers 
Mrs. Frank G. StauGuter, Historian.... Jacksonville 
Mrs. Lestizt M. Jenkins, Parliamentarian......] Miami 
Mrs. Harrison G. PatmMer, Revisions... .. St. Petersburg 
Mrs, Joun E. Marines, Jr., Stu. Loan Fund. .Gainesville 
Mrs. Netson A. Murray, Newsletter....... Jacksonville 
Mrs. Ratpu S. Saprenrietp, Hospitality........] Miami 











What Every Doctor Should Know 


This is a period when men in every field are 
taking inventory. Conservationists are pointing 
with alarm to depletion of forests, extinction of 
certain species of birds and animals, erosion of soil 
and are urging us to work together to conserve the 
natural resources of America which heedless short 
sighted people have abused to further their own 
ends. They urge us to work together because de- 
structive influences cannot be combatted except by 
active participation in a constructive way. 


This wanton waste is in evidence everywhere. 
The American way of life has been shifting under 
our feet and advantages we took for granted in the 
world of free enterprise have been sifting down- 
hill into a new swift stream — a stream of political 
invective carrying destructive elements aimed at 
medical shores. 


In one instance, a recent column by George 
Dixon in the Chicago Herald-American, October 
12, 1950, reveals a new trick employed against the 
medical profession by one India Edwards, a lady 
who is chairman of the woman’s division of the 
Democratic National Committee. She has started 
a new type pyramid club. Her system according 
to Mr. Dixon is as follows: ““Telephone 10 of your 
friends,” she urged, “and ask each of them to call 
{0 others to join in an attack upon the A.M.A. for 
its opposition to the socialized medicine program. 

“Mrs. Edwards, who used to be a society editor 
before she acquired the common touch, declared 
that each caller of ten friends should denounce the 
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iation’s doctors for the advertising campaign they 
re putting on this month. She explained that this 
vould be the most efficacious way of counteracting 
he A.M.A. campaign.” 


While Mrs. Edwards is recruiting members for 
her new club to work against the doctors what 
ire the doctors’ wives doing? This, each doctor 
should ask his own. 


If she fails to join the Auxiliary to her hus- 
band’s medical society which in organization is able 
to combat such propaganda, she becomes a passive 
link in the chain which is being forged by political- 
ly energetic women to fetter the doctor’s freedom. 

If we want to keep our sound footing in the 
field of medicine we have to call in the ground crew 
and sand bag the areas where this insidious current 
is eating away the foundations. 


When a farmer has to change the angle of his 
ploughing to hold his ground, the whole family 
pitches in. It’s time the doctor’s family rallied 
to his side and pitched in. There is work to do. 
So let’s organize. 

Mrs. C. Robert DeArmas 
President-elect 
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BRAWNER’S SANITARIUM 
Established 1910 


SMYRNA, GEORGIA 
(Suburb of Atlanta) 


For Nervous and Mental Disorders 
Drug and Alcohol Addiction 
Electro-Shock in selected cases 


JAMES N. BRAWNER, M.D., Medical Director 
ALBERT F. BRAWNER, M.D., Department for Men 


JAMES N. BRAWNER, JR., M.D., Department for 
Women 














Medical Arts Building 


1022 Park Street 
JACKSONVILLE 4, FLORIDA 


| J.. ATTWOOD, Pharmacist 


BIOLIGICALS TEST SOLUTIONS 
STAINS (MICROSCOPIC) 
PRESCRIPTIONS 
Out-of-Town Orders Shipped by Return Mail 








VEAL: 


Duribsbb nit 
/ SUPPORTER BELT 


ecommended by physicians 
ind surgeons—and worn by 
nillions as post-operative 
ind sacroiliac aid and as 
jeneral support. Super 
20wered surgical elastic 
onstruction provides posi- 
tive support. 






JOHN B. FLAHERTY CO., Inc., BRONX, N.Y. 


Since 1898, Manufacturers of Surgical Elastic Supports 





Cook County Graduate School of Medicine 


ANNOUNCES CONTINUOUS COURSES 


SURGERY-—-Intensive Course in Surgical Technic, Two 
Weeks, starting January 22, February 5, February 19. 
Surgical Technic, Surgical Anatomy & Clinical Sur- 
gery, Four Weeks, starting February 5, March 5. 
Surgical Anatomy & Clinical Surgery, Two Weeks, 
starting February 19, March 19. Surgery of Colon & 
Rectum, One Week, starting March 5. Basic Principles 
in General Surgery, Two Weeks, starting April 2. 
Gallbladder Surgery, Ten Hours, starting April 23. 
Fractures and Traumatic Surgery, Two Weeks, start- 
ing March 19. 

GYNECOLOGY— Intensive Course, Two Weeks, starting 
February 19. Vaginal Approach to Pelvic Surgery, 
Que Week, starting March 5. 

OBSTETRICS—Intensive Course, Two Weeks, starting 
March 5. 

MEDICINE—Intensive General Course, Two Weeks, 
starting April 23. Gastro-enterology, Two Weeks, 
starting May 14. Gastroscopy, Two Weeks, starting 
March 5. Electrocardiography & Heart Disease, Two 
Weeks, starting March 19. 

PEDIATRICS—Intensive Course, Two Weeks, starting 
April 2. Informal Clinical Course every two weeks. 
UROLOGY—Intensive Course, Two Weeks, starting 
April 16. Cystoscopy, Ten Day Practical Course, every 

two weeks, 

GENERAL, INTENSIVE AND SPECIAL COURSES 
IN ALL BRANCHES OF MEDICINE, SURGERY 
AND THE SPECIALTIES. 

Teaching Faculty: 

Attending Staff of Cook County Hospital 
Address: 


Registrar, 427 South Honore Street, 
Chicago 12, Illinois 
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ATLANTA GRADUATE rr 


THE FULTON COUNTY MEDICAL SOCIETY 


announces 


THE ATLANTA GRADUATE MEDICAL ASSEMBLY 


Municipal Auditorium Annex 


Dr. SARA M. JORDAN 
Lahey Clinic 


Dr. FreD W. RANKIN 
Lexington, Ky. 


Dr. RIcHaArD B. Capps 
Northwestern University 


Dr. WALTMAN WALTERS 
Mayo Clinic 


Dr. WARREN W. QUILLIAN 
Coral Gables, Fla. 


Dr. GEORGE VAN S. SMITH 


Harvard 


Dr. JOHN PARKS 


George Washington University 


Dr. J. S. SPEED 


University of Tennessee 


Dr. IRVINE H. PAGE 
Cleveland Clinic 


Dr. JOHN R. GoDWIN 
Ochsner Clinic 


Dr. GEorGE J. THOMAS 
University of Pittsburg 


February 5, 6, 7, 1951 
Atlanta, Georgia 


Diagnosis of Cancer of the Stomach. 
Medical Management of Peptic Ulcer. 


Modern Management of Cancer of the Colon. 
Modern Trends in the Management of Rectal Cancer. 


Treatment of Cirrhosis of the Liver. 
Diagnosis and Treatment of Amebiasis and Amebic Hepatitis. 


Cancer of the Stomach. 
Surgery of the Biliary Tract. 


Infections in the Urinary Tracts of Children. 
Diarrhea. 


Dysfunctional Endometrial Bleeding. 
Office Gynecology. 


Urinary Tract Infections in Pregnancy. 
Placental Complications. 


Minor Surgery of the Foot. 
Chronic Rheumatic Arthritis. 


Diagnosis of Hypertension. 
Treatment of Hypertension. 


Melanomas. 
Iodine -131. 


Fire and Explosive Hazards in Hospitals. 


The following speakers have not announced their topics but will talk on the general subjects given: 


Dr. WaLTER Bauer, Harvard, Arthritis. 

Dr. WINCHELL McK. Cratc, Mayo Clinic, Neurosurgery. 
Dr. CARLETON B. Petrce, McGill University, Radiology. 
Dr. GRAYSON L. CarROLL, St. Louis, Antibiotics. 

Dr. T. Leon Howarp. Denver, Urology. 

Dr. JoHN R. More, Chicago, ACTH. 

Dr. SAMUEL ProGER, Tufts Medical School, Cardiology. 
Dr. F. WM. SUNDERMAN, Atlanta, Clinical Pathology. 


Important: Because of other conventions here at the same time, hotel space will be at a premium. If 
you would like us to make your hotel reservation for you, please send registration fee of $15.00 and list 
hotels in the order of your choice. Address Mrs. Stewart R. Roberts, Executive Secretary, 768 


Juniper St., N.E., Atlanta, Georgia. 





